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THROMBOSIS AND EMBOLISM* 
WILLARD H. PARSONS, M. D. 
VICKSBURG, MISSISSIPPI 


It is doubtful that any surgeon in the 
United States today knows more about in- 
travascular clotting, or has done more to 
prevent it and cure it, and publicize its dan- 
gers, than Arthur W. Allen. It seems ap- 
propriate, therefore, to begin this brief 
presentation on the subject with a few sen- 
tences which he recently wrote about this 
condition and with which, I believe, every 
thinking surpeon must be in complete 
agreement: 

“Considering the effort expended in various 
clinics for the prevention and treatment of throm- 
bosis and nonfatal pulmony embolism, one is at 
times somewhat doubtful of its comparative value. 
Statistically, it seems possible for the pathologist 
to show, quite clearly, that just as many deaths 
from pulmonary embolism occur now as were evi- 
dent ten years ago. On the other hand, many 
clinicians can demonstrate with equal clarity that 
hundreds of patients are living, as a result of their 
efforts, who would have been dead from embolism 
if left untreated.” 

The experiences of my associates and 
myself bear out these facts and illustrate 
the paradoxical situation which now pre- 
vails in regard to thrombosis and embolism. 
We have been paying increasing attention 
to these postoperative complications over 
the past decade, and at first glance our re- 
ward seems to be a considerably increased 
incidence. In the period of six years and 
four months beginning in 1943, there were 
17 instances of intravascular clotting in the 
10,000 operations performed over the same 

*Read by invitation before the Louisiana Sur- 
gical Society at New Orleans, La. 


period. This is, as usual, a fractional inci- 
dence. It is disconcerting, however, to find 
that while there were only 5 cases of throm- 
bosis and embolism in 1945 there were 7 
cases in the first four months of 1948. The 
explanation of the apparent paradox is 
simple: In our own hospital we are very 
much aware of the possibilities of intravas- 
cular clotting after operation. We have a 
very high index of suspicion. I think I can 
fairly say that we miss almost no cases at 
the present time, nor, indeed, have we 
missed any within the past two or three 
years. The incidence of intravascular clot- 
ting in 1948 was therefore no higher than 
it was in 1943. It is merely that our diag- 
nostic acumen has improved along with our 
awareness of the condition. 

It is also fair to say that as a result of 
our vigilance what Allen has pointed out as 
a generality is true of our own hospital; 
many patients are alive as a result of our 
efforts who would have died of embolism 
if we had not set ourselves to see to it that 
they did not die. 


Allen also pointed out three valid rea- 
sons, in addition to improvement in diag- 
nosis, why we are seeing more intravascu- 
lar clotting today than we did ten years 
ago, and why the death rate from embolism 
remains high in spite of every effort to re- 
duce it. The first is the fact that most 
patients now live long enough after opera- 
tion to develop intravascular clotting, which 
is almost never evident before the fourth 
day and which usually appears later. Shock, 
infection, and pneumonia, which once took 
a heavy toll immediately after operation, 
are now not usual, and patients are living 
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on into the period in which intravascular 
clotting is a possibility. The second reason 
is that the percentage of aged surgical pa- 
tients, who are more susceptible than young 
persons to this postoperative complication, 
is steadily increasing. Finally, the magni- 
tude of surgical procedures has greatly in- 
creased, and with it the proportion of seri- 
ously ill patients submitted to surgery. It 
is small wonder, in view of these facts, that 
the incidence of thrombosis and embolism 
shows no downward trend at this time, and 
that the situation in respect to embolism re- 
mains very discouraging: In our own series 
11 of 18 embolisms occurred without pre- 
monitory symptoms or signs, and 7 of the 
11 patients died. We must do a good deal 
better than that. 


ANALYSIS OF DATA 
These 47 instances of thrombosis and em- 
bolism constitute only a small series, it is 
true, but the analysis of them is nonethe- 
less worth while. It reveals, in epitome, 
the situation which exists in all hospitals in 
which surgery is done. (Table 1) 


TABLE 1 


In 47 
clotting 


instances of postoperative intravascular 


EMBOLISM DEVELOPED 
in 4 of 25 patients with thrombophlebitis 
AND 3 of 11 patients with phlebothrombosis 
WHILE in 11 patients it developed without 
warning 
AND 7 of the 11 DIED 


The first fact which emerges from this 
analysis is that while intravascular clotting 
may occur in younger persons, as the inclu- 
sion of a 17 year old boy in this series 
clearly shows, in its most dangerous as- 
pects, that is, its embolic aspects, it is a dis- 
ease of later life. Its dangers, moreover, 
increase with age. There were 27 patients 
in the series under 40 years of age, of 
whom 5 developed embolisms, 1 <f which 
was fatal. There were 20 patients over 40 
vears of age, of whom 13 developed embo- 
lisms, 6 of which were fatal. Every one of 
the 7 patients who was 60 years of age or 
over developed an embolism, either abruptly 
or following clinically evident phlebothrom- 
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bosis or thrombophlebitis, and 5 of th: 7 
died. 


TABLE 2 


Of 27 patients under 40 years of age 
5 developed embolisms 
AND 1 DIED 
Of 20 patients over 40 years of age 
13 developed embolisms 
AND 6 DIED 
All 7 patients over 60 years of age developed 
embolisms 


AND 5 of the 7 DIED 


The second fact which emerges from an 
analysis of this small series is that certain 
operations are far more likely to be fol- 
lowed by intravascular clotting than are 
others. Thus 16 of the 47 vascular com- 
plications occurred after hysterectomy, 12 
occurred after other intra-abdominal pelvic 
operations, and 5 occurred after plastic pro- 
cedures on the perineum. In other words, 
33 of the 47 cases of thrombosis and embo- 
lism which occurred in the Vicksburg Hos- 
pital over a six and one-third vear period 
followed pelvic operations. (Table 3) 


TABLE 3 


Of 47 postoperative vascular complications 
16 followed hysterectomy 
12 followed other intra-abdominal pelvic opera 
tions and 
5 followed plastic operations on the perineum 
While 5 of the 7 who died were operated upor 
for malignant disease. 


Intravascular clotting also has a tendency 
to occur in association with malignant dis- 
ease. Statisticians might not be impressed 
by the figures because from their stand- 
point they are too small to be significant, 
but no clinician could fail to be impressed 
by the fact that 5 of the 7 fatalities in this 
small series occurred after operations for 
carcinoma, 2 of the uterus, 2 of the stom- 
ach, and 1 of the breast. On the other hand, 
there can be no absolute security after any 
operation, even those in the upper part of 
the body in which intravascular clotting is 
admittedly less frequent. The remaining 
vascular complications in this series fol- 
lowed operations on the biliary tract, resec- 
tions of the stomach or large bowel, hernio- 
plasty, the application of a pedicle graft 
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to a varicose ulcer, internal fixation of a 
fracture, repair of an extensive laceration 
of the thigh, and an operation for osteomye- 
litis. The prolonged bed rest necessary in 
the last three operations mentioned is too 
well known a predisposing factor in intra- 
vascular clotting to need emphasis. 
Another point in this series which is 
worth emphasizing is that the proportion 
of thrombophlebitis considerably 
higher (25 cases) than the proportion of 
clinically evident phlebothrombosis (11 
cases). In the remaining 11 cases, all of 
embolism with abrupt onset, phlebothrom- 
bosis Was presumably present but was not 
clinically evident, even to the suspicious 
eyes of our staff. I am, myself, much im- 
pressed with the fact, which is not usually 
stressed, that embolism may occur after 
thrombophlebitis, as it did 4 times in this 
series, and that it may also be fatal, though 
that, fortunately, did not happen in this 


series. 


was 


CLINICAL DIAGNOSIS 

The diagnosis of intravascular clotting is 
seldom a difficult matter, if one constantly 
anticipates its occurrence, except in the 
group of patients whom embolism strikes 
down like a bolt from the blue. That may 
be a cliché, but I know no better description 
of the disaster. In all other cases clinical 
evidence is usually all that is necessary. 
Roentgenograms of the chest were made in 
only 7 cases in this series and were positive 
in only 3. That is what would be expected: 
With a single exception, they were made 
only in nonfatal cases, none of which was 
very severe because of the promptness with 
which treatment was instituted. The ma- 
jority of patients with fatal embolism died 
too promptly—4 of them within thirty to 
thirty-five minutes of the onset of symp- 
toms—to permit roentgenograms of the 
chest even if they had been necessary. The 
same reasoning holds for electrocardio- 
grams, which were positive in only 2 of 
the 4 cases in which they were made. Phle- 
bography was not employed in any case. 
Our previous experience with it has con- 
vineed us that it is not necessary and that 
it can be misleading. 


345 
THERAPY 
Since the middle of 1944 it has been the 
general policy at the Vicksburg Clinic to 
treat intravascular clotting with dicouma- 
rol, regardless of what other methods are 
used also. Exclusive of the 7 fatal cases of 
embolism, in practically all of which death 
occurred too promptly to permit definitive 
treatment, 33 of the 37 patients who devel- 
oped vascular complications after operation 
received dicoumarol as the basic therapy. 
Eight of the 33 were also submitted to ven- 
ous ligation, and 8 were treated by para- 
vertebral block (in 1 instance repeated 6 
times). One patient was treated by all 
three measures. 


Before passing on to anticoagulant ther- 
apy, let me briefly state our position in re- 
gard to venous interruption. Our failure 
to use it widely by no means indicates that 
we do not regard it as of great value. But 
it just so happens, as already mentioned, 
most of our patients who lost their lives 
from embolism had the massive variety, in 
which death occurred almost immediately. 
The patients not in this unfortunate cate- 
gory have responded well to anticoagulant 
therapy. If for any reason this type of 
treatment is contraindicated—as it is (1) 
after operations on the brain or spinal cord, 
(2) in the presence of a blood dyscrasia, a 
bleeding tendency, or liver damage, (3) in 
pregnancy near term, and (4) when a 
second surgical procedure is necessary 
within two weeks of the first—in all of 
these circumstances we regard venous in- 
terruption as the method of choice. In cer- 
tain cases we would also regard division of 
the vein, with removal of the proximal clot 
and venous ligation, as the superior mode 
of treatment. It is undoubtedly true that 
dicoumarol will not dissolve a clot that has 
once formed, but our experience has been 
that when anticoagulant therapy has been 
adequately established, propagation of the 
clot is unlikely. For these and other rea- 
sons, venous ligation, which we used rou- 
tinely prior to 1944, we are now using less 
and less frequently. 


Embolectomy needs no extended discus- 
sion. We regard it as a clinically imprac- 
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tical procedure. Our own experience cor- 
roborates that of others, that patients who 
develop embolism abruptly seldom live long 
enough to permit embolectomy, even if they 
could tolerate it. 

We follow a standard routine for dicou- 
marol therapy. In all but the occasional 
case the first injection is in the amount of 
200 mg. and is given as soon as intravascu- 
lar clotting is diagnosed or suspected. 
Thereafter, treatment is given or withheld 
daily according to the lexel of prothrombin 
activity. We attempt to hold the level at 12 
to 35 per cent of normal activity and there- 
fore administer dicoumarol in appropriate 
dosage on any day on which the level of 35 
per cent is exceeded. If on any day the 
level of prothrombin activity falls to less 
than 10 per cent of normal, we administer 
hykinone intravenously, in dosage of 30 to 
60 mg. 

Other observers are somewhat more radi- 
cal in their concept of the lower limits of 
safety but we regard their position as un- 
necessarily dangerous. In our own series, 
with all our precautions, frank bleeding oc- 
curred in 2 instances. Both patients, curi- 
ously, had been submitted to vaginal hys- 
terectomy. One patient, who had been 
given dicoumarol prophylactically, began to 
bleed on the sixth day of treatment, when 
her prothrombin time was 46 seconds. She 
responded promptly to the withdrawal of 
the drug, the administration of hykinone, 
and transfusion, but 58 days later she pre- 
sented clinical and roentgenologic evidence 
of a pulmonary embolism, which cleared up 
promptly under appropriate therapy. The 
other patient developed phlebothrombosis 
on the third postoperative day and began to 
bleed on the sixth day of treatment, when 
her prothrombin time was 35 seconds, and 
after she had received a total of 700 mg. of 
dicoumarol. She also responded promptly 
tc the measures employed in the first case. 

For reasons of economy we did not for a 
time employ heparin at the Lutheran Hos- 
pital, but we have come to believe that in 
spite of this very realistic objection to its 
use, it is probably wise to administer it im- 
mediately after operation in cases in which 
intravascular clotting is a possibility and to 
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continue it until dicoumarol can be substi- 
tuted and the prothrombin activity has 
fallen to the desired level and that policy is 
now practiced. 

PROPILYLANIS 

As the cases of intravascular clotting in 
this small series make perfectly clear, the 
surgeon who seeks to prevent intravascular 
clotting after operation and to identify it as 
soon as it occurs must devote his attention 
particularly to certain groups of his pa- 
tients: Those in middle life and older; those 
submitted to certain operations, specifically 
women submitted to hysterectomy and 
other pelvic procedures, and all patients 
submitted to surgery below the level of the 
chest; patients who are obese, who suffer 
from cardiac disease, or blood dyscrasias 
or infections, or who have been submitted 
to extensive resections of tissue; patients 
who for one reason or another cannot follow 
the modern practice of early ambulation. 
No matter what the operation may be, all 
patients need to be watched for the develop- 
ment of thrombosis and embolism, but those 
in the groups just mentioned demand un- 
remitting attention. They provide the ma- 
jority of cases of embolism and the bulk of 
the fatalities from embolism is concentrated 
in them. 

It is, of course, well worth while to watch 
the patient’s temperature, pulse, and respi- 
ration for unexplained elevations, particu- 
larly simultaneous elevations, but our ex- 
perience is that the phenomena are not the 
valuable warning signs which some observ- 
ers, chiefly Allen and his group, believe 
them to be. The reason is that they so sel- 
dom occur, at least in this part of the coun- 
try. They were not present simultaneously 
in any case in our series, and Ochsner and 
DeBakey noted their entire absence in 12 of 
25 fatal instances of embolism which they 
collected from the New Orleans Charity 
Hospital, while in 5 other cases the only 
change, and that was slight, was in the 
pulse rate. Our own experience is that the 
temperature is elevated, though not 
markedly in a fair number of cases before 
intravascular clotting becomes evident, that 
the temperature and pulse are elevated si- 
multaneously, though seldom markedly, in 
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small number of cases, and that the res- 
piration is seldom affected at all. To us the 

ost reliable method of anticipating trouble 

careful palpation of the legs and feet, not 
only daily but several times daily, in an 
endeavor to demonstrate the slightest evi- 
dence of Homan’s sign. 

Certain general measures of prophylaxis 
are applicable to all cases: Elevation of 
the foot of the bed; movement about the bed 
as soon as the patient regains consciousness 
after operation, and graded ambulation as 
soon afterwards as is practical; active and 
passive leg exercise; compression bandages 
applied from toes to groin when varicose 
veins are present. The avoidance of tight 
binders; the use of the Miller-Abbott tube 
or Wangensteen constant suction to pre- 
vent distention; the free use of oxygen. 


All of these measures, as Allen empha- 
sizes, can be carried out by any surgeon 
anywhere. They need no special facilities 
and they ought to be employed routinely 
when contraindications do not exist. But 
these measures cannot be employed at all, 
or cannot be employed to their fullest ex- 
tent, by patients who are too old and senile, 
patients with advanced malignancy, and 
patients who are too ill to be troubled by 
the various maneuvers suggested. These 
patients must be treated by other measures, 
as must patients in whom the chances of 
intravascular clotting are especially great. 

Of the value of prophylaxis there is no 
doubt. Our own small series may not prove 
much statistically, but Allen’s large com- 
parative series do. He performed prophy- 
lactic ligation of the superficial femoral 
vein in 950 patients, selected because of 
their age, the predisposing circumstances, 
or the necessity of prolonged bed rest fol- 
lowing operation. Forty deaths were to be 
expected from intravascular clotting in this 
group; four occurred. 

In 647 other patients, all between the 
ages of 40 and 60, Allen and his group prac- 
ticed prophylaxis by the administration of 
dicoumarol within forty-eight hours of 
peration, with additional treatment if 
there was not a prompt depression of the 
prothrombin activity. There were no 
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deaths at all from pulmonary embolism in 
this group, and the incidence of thrombosis 
was 80 per cent less than the expectancy. 
Two patients died of hemorrhage, it is true, 
but both would probably have died anyway, 
and it is doubtful that the patient who died 
of subarachnoid hemorrhage fourteen hours 
after receiving dicoumarol was in any way 
affected by the treatment. 

We have not yet put the policy of prophy- 
lactic dicoumarolization after operation 
fully into effect and this report therefore 
does not reflect any consistent usage. But 
we are coming more and more to believe 
that it is the part of wisdom to institute 
dicoumarol therapy on or about the fifth 
postoperative day, no matter how smooth 
the convalescence, in all patients who pre- 
sent the combination of circumstances 
which are known to predispose to intravas- 
cular clotting. 

We do not advise, or subscribe to, the idea 
of routine administration of dicoumarol to 
ell patients after operation, for a number of 
reasons: The general incidence of intravas- 
cular clotting is small, and the incidence un- 
der 40 years of age considerably smaller. 
The hemorrhagic complications which 
might ensue would probably cause more 
ceaths than intravascular clotting now 
causes. Finally, the burden which would 
be placed upon laboratories and upon phy- 
sicians and nurses by this policy would be 
intolerable. Even by the limited prophylac- 
tic method which we are now using the 
burden is heavy. It must, however, be as- 
sumed. The patient who is receiving dicou- 
marol must be watched constantly and pro- 
thrombin activity tests must be run daily. 
There are scarcely enough skilled labora- 
tory technicians available to support the 
limited application of prophylaxis now 
rather generally employed, and, as Allen 
points out, a week-end when laboratories 
are closed altogether could easily be dis- 
astrous. 

Let me briefly mention, in conclusion, the 
perhaps promising investigations by Kay 
and his associates at the Tulane University 
School of Medicine. Their studies indicate 
that thrombosis is likely to occur in the 
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postoperative period whenever the plasma 
antithrombin level is abnormally now at the 
same time that the prothrombin conversion 
rate is at, or near, normal. This is a very 
useful lead, but, as these observers properly 
point out, the routine performance of these 
tests, which would be necessary every day 
for at least five days in all patients sub- 
mitted to major surgery, would place on 
hospital laboratories a burden out of all 
proportion to benefits, in view of the small 
number likely to develop intravascular 
clotting. The second part of their investi- 
gation is more hopeful because it is more 
realistic. Their investigations suggest that 
the addition of alpha tocopherol by mouth 
together with calcium gluconate by vein to 
all postoperative routines may eventually 
prove to be the means of preventing, with- 
out the need for any laboratory tests at all, 
the development of this potentially fatal 
complication of surgery. 





THE PRESENT STATUS OF MILITARY 
PSYCHIATRY* 


RAWLEY E. CHAMBERS, COL., M. 
SAN ANTONIO, TEXAS 
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In any war psychiatric casualties will in- 
evitably result. The present fighting in 
Korea is no exception. 

In World War I, the tremendous man- 
power drain due to neuropsychiatric casual- 
ties emphasized the magnitude of the prob- 
lem. Because of its importance many of 
the foremost psychiatrists of that time 
recognized the problem, worked out the so- 
lution and evolved a set of principles for 
the care and treatment of the psychiatric 
problems caused by combat. Their find- 
ings, their conclusions, and their recom- 
mendations were carefully written up and 
published as Volume X of the Medical His- 
tory of World War I. These books were 
then placed on shelves and were forgotten 

Presented at meeting of the New Orleans So- 
ciety of Neurology and Psychiatry, at New Or- 
leans, La., October 18, 1951. 

*Chief of Neuropsychiatric Service, Brooke 
Army Hospital, and Director of Department of 
Psychiatry, Army Medical Field Service School, 
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and the lessons inscribed were not appre- 
ciated or were ignored, both by civilian an: 
military neuropsychiatry. 

When World War II came along with th: 
mobilization of some 14,000,000 men som: 
recognition that the problem existed was 
given, in that provision was made at th 
induction centers for screening inductees, 
with the idea that by such screening the ox 
currence of psychiatric disabilities would 
be almost eliminated and if not entirel) 
eliminated the incidence would be greatl) 
decreased. It was true that the time pro- 
vided for psychiatric screening was short 
and inadequate as compared to the time re- 
quired for an ordinary routine evaluation 
of personality disturbances. Several studies 
had been made in various places for deter- 
mining selection criteria with very incon- 
clusive results. Yet, notwithstanding the 
inadequate type of screening measures em- 
ployed, 1,850,000 (12 per cent of all ex- 
amined and 38 per cent of all rejections) 
men were rejected at induction stations for 
neuropsychiatric disorders. This huge num- 
ber of rejections again emphasized the very 
high incidence of psychiatric disorders in 
our national manpower pool. 

The problem was again emphasized when 
in 1942-1943, during the north African 
Campaign, the high command became in- 
creasingly alarmed by the impairment of 
effectiveness of combat units by the large 
numbers of combat reaction cases which 
were evacuated to the rear and thus became 
lost to the combat units. This fact was 
coupled with the sudden realization that dis- 
charges from the service were approximate- 
ly equal to the number of men being in- 
ducted into the service. Other figures giv- 
en in Dr. W. C. Menninger’s book Psychia- 
try in a Troubled World indicated that out 
of 8,000,000 men hospitalized for all causes 
in World War II 1,000,000 were hospital- 
ized for neuropsychiatric conditions and 
some 345,000, or 40 per cent of all dis- 
charges for mental and physical defects 
were neuropsychiatric in origin. Up until 
this time no definite organized plan for the 
prevention and treatment of neuropsychia- 
tric casualties had existed in our armed 








forces. ‘here had been a number of psy- 
chiatrists assigned to the various armies 
but not in sufficient numbers to provide a 
psychiatrist for each division. No plan ex- 
isted to prevent neuropsychiatric disorders 
and there was no provision made ior any 
special treatment and evacuation proce- 
dures for neuropsychiatric cases. It be- 
came apparent that something must be done 
immediately. Prior to this time neuro- 
psychiatric casualties were returned to the 
rear areas for treatment and only 5 per cent 
returned to combat duty. In 1943, Hansen 
and Tureen in the 5th Army, with the co- 
operation of the Army Surgeon, demon- 
strated that treatment in tne forward areas 
in the combat zone resulted in a return of 
70 per cent of neuropsychiatric casualties 
to combat duty. In October, 1943, the War 
Department authorized the assignment of a 
psychiatrist to the staff of each Division 
Surgeon and psychiatric treatment at the 
Division Tevel was instituted in World War 
II. This had previously been done in World 
War I with a return of some 50 to 60 per 
cent to combat duty. 

During the period October, 1943, to the 
end of the War many studies of the actions 
of men in combat were made. Brigadier 
General E. D. Cooke, as an Inspector Gen- 
eral, published his book All But Me and 
Thee. Glass, Grinker, Ranson, Ludwig, 
Menninger, Spiegel and Hanson made 
studies of the conditions which evoked the 
combat reactions, proper methods of treat- 
ment and the results of treatment. 


Many of the results of these various in- 
vestigations have been published as a sym- 
posium on Combat Psychiatry in a supple- 
mental number of the Bulletin of the U. S. 
Army Medical Department, November, 
1949. 

These studies have definitely indicated 
that the incidence of the war neuroses or 
combat exhaustion cases is directly propor- 
tional to the occurrence of battle casualties. 
They point out that there are normally 
many uncomfortable and unpleasant emo- 
tional reactions in the normal soldier in 
ombat. That the war neuroses or combat 
reactions in the beginning are of many va- 
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rieties of great acuity; that in the majority 
of cases they respond well to treatment in 
the forward combat areas; that up to 75 or 
80 per cent of all psychiatric combat casual- 
ties can be returned to duty; that another 
10 per cent will return to noncombat duty 
and that eventually only about 10 per cent 
will have to be evacuated from the theater. 
This occurred only with the establishment 
of sound administrational and organization- 
al policies which, in brief, can be stated as 
follows: They provided for treatment as far 
forward as possible. A single channel for 
the evacuation of combat neuropsychiatric 
casualties was set up which insured cen- 
tralized and positive control of screening, 
treatment and evacuation. Emphasis was 
placed on preservation of medical discipline, 
shortening of the period of hospitalization, 
avoidance of unnecessary hospital atmos- 
phere and instilling in the patient the ex- 
pectation of return to full duty. 

Psychodynamically, the organization and 
administration strove toward (a) the pres- 
ervation of the patient’s identification with 
the combat group, (b) immunization of the 
secondary gain of neurotic illness, and (c) 
avoidance of suggestion of illness and dis- 
ability. 

In general it may be said that the treat- 
ment of psychiatric casualties followed 
these procedures, as follows: 

(a) Psychiatric first aid from members 
of their own unit; 

(b) If evacuated from unit, they first 
reached medical channels in the Battalion 
Aid Station where simple but often defini- 
tive treatment was given. A high percent- 
age of patients returned to duty at this 
point. 

(c) If further evacuated they were next 
seen at the Division Clearing Station 
where treatment was given by the Division 
Psychiatrist. Here 20 to 40 per cent of all 
psychiatric casualties were returned to full 
duty. 

(d) Patients who required more treat- 
ment than could be given at the Division 
Clearing Station and who were not consid- 
ered salvageable for combat duty in the di- 
vision within the time limit established 
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were evacuated to the Army Neuropsychia- 
tric Treatment Station. 

(e) Here they came under the control of 
the Army surgeon for up to five to seven 
days. Ten to 20 per cent of all patients 
were returned to full combat duty from this 
level (T. C. 6, April 7, 1950). 

PREATMBANT WITHIN TIE COMBAT UNI! 

This treatment was of great importance 
and consisted of indoctrination of company 
officers in proper management of psychia- 
tric complaints in order that they could 
properly evaluate minor psychiatric condi- 
tions and prevent their evacuation. This 
could be accomplished by exhortation and 
leadership, reassurance, and by changes of 
job assignment in some cases. 

PREATMENT AT BATTALION ALD STATION LEVEL 

Mild to moderate anxiety states compli- 
cated by physical exhaustion and the effects 
of exposure comprised the major portion of 
psychiatric patients at this level. They 
were cold, wet, dirty and physically ex- 
hausted. Here they were given dry clothes, 
sedated, warmed, given a good meal and a 
night’s rest. Adequate sedation, 0.36 to 0.55 
grains sodium amytal, is a prime requisite 
of treatment at this level. Usually twenty- 
four hours psychotherapy at this level, if in- 
dicated, must of necessity be brief and su- 
perficial. Calm, confidence, firmness, and 
understanding in the battalion surgeon indi- 
sated he expected an early return to duty 
after the soldier had rested. 

At this point it may be well to mention 
the normal fear reactions found in combat. 
These consisted of palpitation, nausea, 
tremulousness, and other somatic manifes- 
tations and were most often found in re- 
placements or men returning to duty after 
hospitalization. They were sincere but were 
alarmed and they interpreted their symp- 
toms as those of cardiac, gastrointestinal, or 
other physical conditions. A careful exami- 
nation with reference to the appropriate 
system was given, the patient reassured 
and the cause of his symptoms explained to 
him. 

Other conditions encountered were: Mild 
to moderate anxiety reactions (severe agi- 
tation and tension) acute panic states, se- 
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vere hysterical manifestations, and acuie 
psychoses. These were evacuated to the 
Division Clearing Station under adequa': 
sedation to protect them from further 
trauma. 

Two other types of cases should be men- 
tioned in which a mandatory return to dut 
was indicated. These were the simple m 
lingerers or “gold bricks” and those who 
grossly exaggerate minor complaints. 


PFREATMENT AT THE DIVISION CLEARING STATIS 
AND ARMY NEUROPSYCHIATRIC TREATMENT 
STATION LEVEL 


At these two levels treatment is some- 
what interchangeable except that treatment 
facilities were more elaborate at the Army 
level and a higher per cent of patients were 
given definitive treatment at the Army 
level. 

The treatment given at these installations 
may be considered under the following 
headings: 

1. Treatment for fatigue and exposure. 

2. Alleviation of deprivations. 

Change of clothing, shaved with hot wa- 
ter, hot showers, ete. 

Recreation equipment, reading and writ- 
ing materials, cigarettes, candy and per- 
sonal items were available, as were Red 
Cross services and those of chaplain. 

3. Psychotherapy. 

a. Patient given chance to talk and to 
feel that he had been given a fair hearing. 

b. Careful examination with reference 
to physical complaints but no leading ques- 
tions were asked and a realistic, firm, re- 
spectful, decisive attitude on the part of the 
therapist was maintained. 

ce. Ventilation frequently 
marked decrease of tension. 

d. Support of superego was given by ap- 
peal to soldier’s loyalty and sense of duty 
to his own combat unit. 

e. Suggestion was frequently used both 
negative and positive. Any suggestion of 
illness was avoided by avoiding hospital at- 
mosphere—expectation of return to duty 
was fostered and patients remained ambu- 
latory. 

4. Uncovering therapy was used by 

a. Interview therapy with abreaction 

b. Intravenous barbiturates and hypno- 


resulted in 














sis. These were contraindicated in severe 
anxiety states with panic and confusion, the 
so-called pseudopsychoses. 

5. Reassurance was given as to absence 
of any physical basis for their complaints. 

6. Explanation of causes of symptoms 
was given in many cases. 

7. Manipulation of secondary gain was 
performed by informing patient of decision 
to return to duty and this was not subject 
to reversal. 

Some delay in return to duty until certain 
symptoms cleared. Inform patient of pos- 
sible change in status due to hospitalization 
and entry into replacement stream (return 
to duty in some strange unit). 

8. Sedation—see above. 

9. Restore orientation (pseudopsychotic 


states. Assign orderly to help regain con- 
tact). 
10. Work therapy — Primarily useful 


work—not crafts. 
11. Manipulation of environment. 


easy. 


Not 


12. Manipulation of group mechanisms 
—some group therapy was done but it was 
not well organized. 

All the above combined treatment meas- 
ures in the 7th Army in the period January 
1 to May 24, 1945, resulted in 53 per cent 
of all neuropsychiatric casualties being re- 
turned to duty at the Division level and 43 
per cent at the Army level, with a combined 
percentage of 63 per cent returning to com- 
bat duty within the Army Area. 

TREATMENT IN THE COMMUNICATION ZONE 

Patients reaching the rear at this point 
were kept under treatment in specialized in- 
stallations for a variable period of time 
within the limits of the evacuation policy of 
the theater. At this level not many patients 
could be expected to return to combat duty 
as these consisted of the more severe and 
more firmly fixed psychiatric conditions. 
Even at this level another 15 to 20 per cent 
of all patients were returned to some type 
of noncombat duty. 

From the communications zone then only 

bout 10 to 15 per cent of combat casual- 
ties were finally evacuated to the Zone of 
the Interior. In the Zone of the Interior 
the usual definitive type of treatment was 
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given in special or general hospitals until 
maximum benefit of hospitalization was ob- 


tained. Some few were returned to duty 
but the majority were separated from the 
service and returned to civilian life. 

You may ask what have we to expect 
from screening at the induction stations in 
any future total mobilization. As previous- 
ly pointed out about 39 per cent of all re- 
jections at this level in World War II were 
for psychiatric reasons. Studies undertak- 
en since the end of the war indicate that 
even this type of screening eliminated many 
who could probably have rendered adequate 
and valuable service. Even though many 
were accepted who later had to be dis- 
charged, many other individuals with some 
form of neurotic behavior performed ade- 
quately and sometimes brilliantly through- 
out the war. It was also demonstrated that 
many soldiers who became combat casual- 
ties if treated and handled properly had as 
great an expectation of adequate perform- 
ance as before. It would, therefore, seem 
that induction screening procedures should 
take into consideration the severity, chroni- 
city and repetitive patterns of behavior in 
the individual who shows manifest evidence 
of nervous disorder or poor adjustment 
problems. 

In the severe, long established repetitive 
type of mental disorder the individual 
should be rejected. 

Of those who suffer from moderate occa- 
sional neurotic illnesses all should probably 
be accepted, although it can be anticipated 
that some 30 per cent or more of these will 
later require separation. No accurate means 
of predicting which ones will soonest break 
have as vet been devised. 

Of the remaining individuals who show 
only neurotic predisposition and who have 
made an adequate civilian adjustment all 
should be accepted and it can be expected 
that they will finally turn up only about 
the same casualty rates as the ordinary well 
adjusted individual. 

In the Korean situation no over-all fig- 
ures are available as to total numbers of 
psychiatric casualties. Renorts indicate 


that the same rate of incidence °s oecurred 
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in World War I and II has occurred in 
Korea. That is roughly 1 of every 4 or 5 
casualties reaching the Battalion Aid Sta- 
tions is psychiatric. 

However, the principles of handling 
screening and treatment of combat casual- 
ties as described above has resulted in a re- 
turn to duty in Korea and Japan of approx- 
imately 85 per cent or more. Approximate- 
ly only 10 to 15 per cent are returned to the 
United States. Here in the States, accord- 
ing to our experience at Brooke Army Hos- 
pital, it may be expected that 80 to 90 per 
cent of these patients will return to some 
form of noncombat duty. 

It must be remembered that in Korea the 
time in combat has been of relatively short 
duration as compared with World War II. 
There has been until recently no heavy ar- 
tillery fire on our troops and we have not 
been subjected to heavy bombing. As these 
factors increase we may expect some in- 
crease in total casualties or probably a con- 
siderable increase in the severity of combat 
reactions so that there may well be a de- 
crease in the percentages returned to duty. 

PROCUREMENT OF PSYCHIATRISTS 

The requirements of the psychiatric pro- 
gram in the Armed Forces are being met in 
several ways: (1) The Military Residency 
training program has begun to furnish con- 
siderable numbers of well trained young 
psychiatrists. (2) Many Reserve Officers 
and physicians who secured all or part of 
their medical training at Government ex- 
pense are subject to involuntary recall. (3) 
A very intensive, practical four months’ 
course in neuropsychiatry is given at the 
Medical Field Service Schools which quali- 
fies the graduates to perform highly satis- 
factory work under supervision. The quali- 
ty of this course is evidenced by the fact 
that the American Board of Psychiatry and 
Neurology gives full Residency credit for 
the time spent in the course. It also pro- 
vides that during the officer’s tour of duty 
he will. be assigned to the 
psychiatry. 

PREVENTIVE PSYCIIIATRY 

Time does not permit a full discussion of 
this subject; however, in the Army, psy- 
chiatric consultation services are provided 


practice of 
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in all large training camps. 


A psychiatri 
service is provided in all Disciplinary Ba 
racks for purpose of treatment and rehabili 


tation. The principles of psychiatric orien- 
tation and combat psychiatry are include 
in the curricula of all service schools, show 
ing recognition of the importance of ps) 
chiatry in military thinking. 

The Neuropsychiatry Consultants Divi 
sion has established in the Army Research 
and Graduate School at Walter Reed Arm) 
Medical Center a Research Division which 
will coordinate and correlate the Research 
and Investigative activities in the clinica! 
facilities of the Army Medical Services. 

SUMMARY 

In this short period of time I have at- 
tempted to give you some idea of the back- 
ground of Combat Psychiatry. 

The principles and methods of treatment 
of combat casualties have been described. 
The present status of procurement has been 
mentioned and finally the Army’s interest 
and concern with preventive psychiatry has 
been pointed out. 
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“SPELLS”: THE CAUSES AND DIAG- 
NOSIS OF A COMMON COMPLAINT 
IAN STEVENSON, M. D. 
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The complaint of “spells” of loss of con- 
sciousness, with or without various muscu- 
lar movements, is one of the commonest en- 
countered in the practice of medicine. Be- 
cause the attacks are episodic and usually 
of brief duration, the physician rarely has 
a chance to observe them directly. Unfor- 
tunately, no importance can be attached to 
the terms used by patients to refer to their 
episodes of loss of consciousness, e.g. 
“spells”, “black-outs”, “seizures”, “faints” 
and “‘passing out’. Patients may use any 
of these terms or others to refer to any of 
a number of superficially similar, but fun- 
damentally different conditions. Moreover, 
in most instances, physical examination of 
the patient is quite unhelpful in the differ- 
ential diagnosis of transient loss of con- 
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sciousness. These difficulties undoubtedly 
explain our observation (in the clinics of 
Charity Hospital at New Orleans) that a 
considerable number of patients have been 
treated for one cause of loss of conscious- 
ness when in fact they were suffering from 
some other condition. Nevertheless some 
of these errors might have been avoided 
since the various causes of episodic loss of 
consciousness may be differentiated with 
accuracy by the history alone in nearly 
every case. It is the purpose of this article 
to review briefly the salient distinguishing 
features of the commonest causes of epi- 
sodic loss of consciousness. 


Although episodic loss of consciousness 
may occur from a large number of causes, 
many of these are rare and the great ma- 
jority of instances arise from one of four 
conditions, namely epilepsy, hysteria, vaso- 
depressor syncope, and hyperventilation. In 
these conditions the physical examination 
in between attacks contributes little or noth- 
ing of relevance to the diagnosis. In most 
of the other, rarer causes of transient loss 
of consciousness, the physical examination 
or simple physical tests reveal some single 
feature of diagnostic importance. For ex- 
ample, in patients with Stokes-Adams at- 
tacks or fainting with aortic stenosis, a clue 
will be found in the examination of the 
heart. In carotid sinus syncope (which is 
actually a rather rare type of episodic loss 
of consciousness) the attacks are related to 
pressure on the neck from changes in the 
position of the neck or from tight collars.': * 
Moreover, the attacks may be reproduced 
by pressure over the carotid sinus. In 
chronic orthostatic hypotension the blood 
pressure falls in the erect position inde- 
pendently of emotional stimuli.* The ab- 
sence of such physical signs, therefore, 
makes it all the more probable that the pa- 
tient suffers from one of the four chief 
causes of episodic loss of consciousness men- 
tioned above. Such an absence of physical 
signs also makes important an accurate and 
detailed description of the attacks, including 
all events before, during, and after the loss 
of consciousness on several different occa- 
sions. Whenever possible the patient’s ac- 
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count should be supplemented by the de- 
scriptions of another reliable observer. 
EPILEPSY 

The salient features of epilepsy are so 
well known that only those points of im- 
portance in differential diagnosis will be 
mentioned here. These features are also 
given in tabular form in Table 1 where are 
listed also the important distinguishing 
characteristics of the three other major 
causes of episodic loss of consciousness. 
Each of the three principal types of epi- 
lepsy, grand mal, petit mal, and psycho- 
motor, may be confused with one or more 
of the other three conditions mentioned. 

In grand mal epilepsy the prodromal 
symptoms of the attack are brief and con- 
sciousness is lost rapidly. The patient falls 
to the ground where he stands and may in- 
jure himself. There follow strong tonic 
and then clonic contractions of all muscles. 
The contractions are usually symmetrical 
and occur in all the limbs, and in the muscles 
of the head. The tongue may be bitten and 
the patient may urinate or defecate. After 
some seconds of these clonic movements the 
patient lapses into a state of muscular flac- 
cidity during which loss of consciousness 
continues for several more minutes. When 
consciousness finally returns the patient is 
usually confused and may be disorientated. 
He may complain of headache for an hour 
or more and frequently feels drowsy and 
sleeps for several hours. 

In petit mal epilepsy loss of consciousness 
lasts only a few seconds. In some patients 
only the stream of talk or thought is inter- 
rupted, but others may fall to the ground or 
lose control over some object held in the 
hand. The distinguishing features are the 
sudden onset and the brevity of the attack 
and the rapid return to full consciousness 
and motor control. 

In psychomotor epilepsy the patient does 
or says something which is inappropriate 
to the situation. Althought the act itself, 
such as undressing, may be performed flaw- 
lessly it has an automatic quality and the 
patient in doing it appears abstracted and 
is quite unresponsive to the presence or re- 
marks of those around him. As in other 
forms of epilepsy the onset is sudden. In 
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FABLE 1 


PRINCIPAL DIAGNOSTIC FEATURES OF FOUR COMMONEST CAUSES OF EPISODIC 


Onset. 

Fall to 
Ground. 
Injury to 
self. 

Loss of con- 


sciousness. 


Muscular 
movements. 


EPiLersy 
(Grand Mal) 


Rapid 
Sudden 


Frequent 
Complete 


Symmetrical and 
rhythmical. 


LOSS OF CONSCIOUSNESS 


LIYSTERIA 
Gradual 
Gradual 


Rare 

Complete or partial. 
Often somewhat re- 
sponsive to stimuli. 


Irregular. 
Symbolically expres- 


sive or purposeful. 


VASODEPRESSOR 


SYNCOPI 


Rather rapid 
Rather sudden 


May occur 

Complete, but 
brief. 
upon becoming 


testored 


recumbent. 
Absent. 


ILYPERVENTILATION 


Gradual, preceded 
by dizziness. 
Gradual 


Rare 
Usually partial 
and brief. 


May be some spasn 
or twitchings. 





Duration of About Often 


minutes. 


5 minutes 
unconscious- 
ness. 

Setting May occur at any 
time, including other people. 

sleep. 

Recovery Gradual and with 
period of confusion 
and drowsiness. 


Neurological Some changes, e.g. 


changes. Babinski, usually absent. 
present. 
Cardiovascu- Absent except sec- Absent 


lar and res- ondary to convul- 


piratory sive movements. 
changes. Cyanosis from 


ipnea. 


this form of epilepsy the recovery of con- 
sciousness and of self-control may also be 
sudden and the patient amnestic for his re- 
cent behaviour. 

The electroencephalogram is helpful in 
the diagnosis of epilepsy and in delineating 
the different forms of epilepsy from each 
other. However, electroencephalography is 
not always available. Moreover, it does not 
provide conclusive evidence but only further 
information which must be interpreted in 
relation to the other data. Between 10 and 
15 per cent of normal individuals have ab- 
normal electroencephalograms. Of known 
epileptics, definite abnormalities in the elec- 
troencephalogram are present in only 50 or 
60 per cent. 

Epilepsy is a psychosomatic disease in the 
sense that psychological events may be in- 
fluential in precipitating the attacks. The 


5, 10 or more 


Only in presence of 


Complete at once. 


Nearly always 


» 


Usually 2 or 3 
minutes or 


Usually 1 or 2 
minutes only. less. 
Chiefly in pres- Any anxiety- 
producing situa- 
tion. 


ence of real or 
imagined danger 
to body. 

Usually complete Gradual after 
at once. hyperventilation 
ceases. 

Absent Absent except for 
any signs of 

tetany present. 
Tachypnea. Tachy- 
cardia. Some fall 
in B. P. 


Blood pressure 
falls, heart may 
slow before faint. 
Pallor and sweat- 
ing of skin. 


epileptic attack seems in many patients to 
represent a discharge of psychic tensions 
which cannot otherwise be released. Many 
epileptics become irritable and tense after 
a long period without a convulsion. Studies 
of some epileptic patients have shown other 
biological meanings of the epileptic seizure. 
Thus, in one patient the convulsion seemed 
to protect him from assaultive, murderous 
activity by discharging his rage in an unor- 
ganized manner.® In other patients, the 
seizure, by bringing on unconsciousness 
may prevent unacceptable impulses (such 
as sexual impulses) from reaching con- 
sciousness." 


Many patients with epileptic attacks also 
have hysterical convulsions so that now one 
and now the other mechanism may account 
for the “spells” of one patient. The diag- 
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nosis of one condition by no means excludes 
the other. 
HYSTERIA 

Hysteria is the symbolic expression of an 
impulse or wish which is unacceptable to 
the subject and therefore cannot be ex- 
pressed directly. The oblique expression of 
the emotional content is mediated through 
the voluntary neuromuscular or sensory 
system.‘ We are concerned here only with 
hysterical fainting and convulsions. 

In hysteria, the loss of consciousness is 
usually rather slow in contrast to the ab- 
ruptness found in epilepsy and vasodepres- 
The patient has time to break 
his fall to the ground and sometimes may 
even find a bed on which to fall. He may 
lie quietly and immobile on the ground or 
may exhibit various tonic and clonic mus- 
cular contractions. 


sor syncope. 


If there are no move- 
ments then the attack must be distinguished 
from vasodepressor syncope, but in the lat- 
ter consciousness is restored rapidly when 
the patient recumbent whereas 
hysterical fainting may be continued for 
many minutes. If there are muscular 
movements they lack the symmetrical and 
rhythmical character of those in epilepsy. 
They often strikingly betray the particular 
unacceptable impulse which finds expres- 
sion in the hysterical seizure. The arm 
movements of one female patient seemed 
to be irregular and haphazard in direction, 
but the result of their activity was a gradual 
disrobing and exposure of the patient. An- 
other patient showed movements of the 
legs and pelvis which were closely similar 
to coital movements. Another rushed to- 
wards her husband as if to strike him be- 
fore she fell to the ground unconscious. She 
never rushed in this manner towards any 
other member of the family during her 
“spells”. Still another patient in falling to 
the floor knocked over a table loaded with 
lunch trays although this would not have 
occurred if he had lost consciousness in- 
stantly and fallen where he sat. When on 
the floor he lay immobile, partially curled 
up on his side. When any one approached 
or touched him he moved his legs in violent 
contractions which closely resembled kicks 
and had to be similarly avoided. 


becomes 
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Sometimes patients in hysterical attacks 
re-enact some particularly traumatic event. 
One patient had choking spells in which she 
showed in a most extraordinary way all the 
appearances of being throttled. Her eyes 
bulged, her lips became cyanotic and she 
struggled for breath as if she were indeed 
being choked. During the episode she re- 
mained quite unresponsive to other stimuli. 
She had apparently been threatened with 
such choking by a man whose sexual ad- 
vances she refused. 

The patient does not usually hurt himself 
during an hysterical convulsion, although 
he may hurt others. He does not bite his 
tongue or (with rare exceptions) urinate 
or defecate. Consciousness may be com- 
pletely lost or only partially. It is import- 
ant to question the patient and other in- 
formants about this carefully. The patient 
with hysteria usually says he “remembers 
nothing”’ or “was completely out”. How- 
ever detailed questioning often reveals that 
he could hear the voices of his relatives 
who were agitatedly running around trying 
to bring him out of the attack. Or he may 
remember that he was slapped or that water 
was thrown in his face. The convul- 
sive movements (as in the patient men- 
tioned above) may be increased or altered 
when the patient is approached or handled. 
All this is in contrast to epilepsy in which 
consciousness is completely lost and the 
patient unresponsive to all stimuli. 

Hysterical fainting and convulsions in- 
variably occur in the presence of other per- 
sons; whereas epileptic seizures may come 
on at any time and as often when the pa- 
tient is alone as when he is with others. The 
occurrence of attacks at night when the 
patient is sleeping is strongly indicative of 
epilepsy. 

Hysterical fainting and convulsions are 
usually of longer duration than epileptic 
convulsions. The latter run a rather well- 
defined course within a few minutes at 
most, but hysterical fainting or convul- 
sions may last for considerably longer. 
When hysterical fainting or convulsions 
cease, the patient recovers consciousness 
and alertness completely. In fact, he often 
astonishes his family by going about his 
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business as if nothing had happened. Rarely 
in hysteria there may be some psychic dis- 
turbance for a time following the period of 
unconsciousness. Thus one patient had a 
hysterical faint with irregular convulsive 
movements which was precipitated by a dis- 
cussion of her troubled relations with her 
husband. When she emerged from the state 
of unconsciousness (during which she was 
quite unresponsive) she described a most 
vivid hallucination of a female figure who 
always appeared smiling before her when 
she was in trouble. However, such psychic 
states are rather rare and the hysterical 
faint or convulsion is usually ended without 
the confusion or drowsiness so characteris- 
tic of the epileptic patient after a convul- 
sion. 

Should the physician be fortunate enough 
to observe an attack and make a neurologi- 
cal examination, he will not find any ab- 
normal signs beyond the partial or total loss 
of consciousness and corresponding diminu- 
tion or loss of sensation. Changes in the 
reflexes are exceedingly rare although they 
do occasionally occur. In epilepsy, on the 
contrary, the Babinski reflex is found im- 
mediately after the convulsive movements 
have ceased and may persist for as long as 
several hours afterwards. 

Hysteria occurs chiefly in ignorant, un- 
sophisticated, and suggestible persons. Such 
persons may link their convulsions with 
some coincidental but causally insignificant 
occurrence such as drinking cold water or 
eating tomatoes. They may then have con- 
vulsions following such events. The convul- 
sion is thus precipitated in these instances 
by the suggestion accepted by the patient. 
Such a relationship is not found in epilepsy 
and is diagnostic of hysteria. Somewhat 
similarly when a patient predicts the oc- 
currence of a convulsion at a given time and 
then has a convulsion at the indicated time, 
we know the convulsion to be hysterical 
since epileptic convulsions cannot thus be 
predicted. 

Poth hysteria and epilepsy may be more 
frequent around the time of menstruation. 
Many women show increased tension at this 
time. Such tension is contributed to by 
changes in hormonal activities, changes in 
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tissue fluids, and alterations in the psychic 
state with the changing sexual functions. 
The increased psychic tension is often a fic- 
tor in precipitating hysterical fainting and 
convulsions at this time. Both increased 
psychic tension and changes in tissue fluids 
altering cortical excitability may be factors 
increasing the frequency of epileptic con- 
vulsions at this period of the month. 

Hysterical fainting and convulsions are 
more closely related to psychic disturbances 
than are epileptic convulsions. As men- 
tioned before, epilepsy may occur in a set- 
ting of mounting and unverbalized tension, 
but it is often difficult to isolate any spe- 
cific precipitating factors and it must be 
admitted that many attacks of epilepsy are 
spontaneous in the sense that we do not un- 
derstand why a particular attack occurs 
when it does. In contrast there are always 
precipitating factors related to hysterical 
fainting and convulsions. These may be 
elusive and they must be pursued with dili- 
gence, but if the study is adequate they will 
invariably be found. The patient himself 
can usually tell us little concerning the pre- 
cipitating factors in his attacks. He will 
probably say “The spells just come on me” 
or “I just pass out and don’t remember 
anything else until they bring me around”. 
The symbolic movements of the patient in 
the attack may offer a clue to the precipi- 
tating circumstances. The relatives of the 
patient may detect a certain pattern in their 
occurence. Frequently, we must await 
the gathering of psychological data over a 
series of interviews before the precipitating 
factors become clarified. 

VASODEPRESSOR SYNCOPE 

Vasodepressor syncope is the medical 
term for the common faint. In some per- 
sons vasodepressor syncope occurs repeat- 
edly and must be differentiated from other 
causes of episodic loss of consciousness. 

Vasodepressor syncope occurs in a setting 
of real or fantasied danger to the subject. 
Most commonly the danger is a physical one 
and vasodepressor syncope occurs frequent- 
ly during venepunctures, minor operations, 
or other exposures to blood or pain. The 
subject has an initial intention to run from 
the scene of danger and there is a corre- 
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sponding cardiovascular mobilization. Blood 
is shunted from the viscera to the skeletal 
muscles. Almost simultaneously, however, 
there is an inhibition of the flight impulse 
with sudden decrease of muscle tone. With- 
out the pumping action of muscular activ- 
itv to aid in venous return a large amount 
of blood is left pooled in the skeletal 
muscles. Cardiac output and blood pressure 
fall with ensuing cerebral anemia and loss 
of consciousness. In some patients there 
is also inhibition of the heart with brady- 
cardia. When the subject falls to the 
ground the return of blood to the heart and 
the flow of the blood to the brain are both 
aided and consciousness is rapidly re- 
gained.* 

If the patient is examined before the 
faint, the blood pressure is usually first ele- 
vated (during the phase of cardiovascular 
mobilization) and then falls (during the 
phase of inhibition). As the symptoms de- 
velop the patient may complain of dizziness 
or lightheadedness, nausea, and weakness. 
He is pale and sweats profusely. Although 
the initial symptoms may extend over sev- 
eral minutes, consciousness is often lost 
suddenly with injury in falling. The loss 
of consciousness does not come as rapidly 
as that in the epilepsy but more rapidly 
than that in hysteria. The duration of un- 
consciousness is shorter than that in both 
epilepsy (grand mal type) and hysteria. If 
unconsciousness lasts for more than fifteen 
to twenty seconds, a brief mild clonic con- 
vulsion may occur, but usually there are no 
muscular movements in 
syncope. 


vasodepressor 


HYPERVENTILATION 

An increase in respiratory activity is one 
of the prinicpal physical changes found in 
fear and anger. Hyperventilation is, like 
cardiovascular mobilization, appropriate to 
a situation involving a threat to the or- 
ganism when there is an intention to strug- 
gle or run away, and consequently, a need 
for greater muscular effort.° These phy- 
sical changes are also found in anxiety 
states when the danger is symbolic rather 
than real. Although all persons experi- 
encing anxiety show similar physical 
changes there are considerable quantitative 
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differences between the changes in differ- 
ent persons. In some patients the cardiac 
symptoms are more prominent, in other 
muscle tension is greater and in still others 
hyperventilation is the most important phy- 
sical change. 

During the hyperventilation there is a 
considerable decrease in arterial carbon 
dioxide tension. The acapnia and alkalosis 
are accompanied by such symptoms as diz- 
ziness or lightheadness, and numbness and 
tingling sensations, especially around the 
lips and the fingers. Palpitations, dry 
mouth, and spasms of the muscles of the 
hand or face may also occur. Some patients 
lose consciousness. In others consciousness 
is only altered, perhaps with unusual laugh- 
ing or crying. Consciousness is more apt 
to be lost if the blood sugar is low, as when 
hyperventilation occurs during fasting or 
some hours after a meal. In some patients 
hyperventilation and apnea alternate and 
the symptoms will fluctuate accordingly. 
Loss of consciousness when it does occur is 
usually of brief duration since with uncon- 
sciousness the hyperventilation ceases.': |” 

Not all unconsciousness accompanying 
hyperventilation is related to the acapnia. 
The stressful situation evoking anxiety may 
give rise to hyperventilation and vasode- 
pressor syncope at the same time. Or the 
patient may become alarmed at the symp- 
toms accompanying hyperventilation and 
then have vasodepressor syncope. Hyper- 
ventilation may also accompany hysterical 
fainting. Finally the cardiovascular changes 
accompanying hyperventilation (tachycar- 
dia and decrease in blood pressure) may 
combine with a previously existing defect in 
circulatory adaptation to the upright posi- 
tion (e.g. orthostatic hypotension) and in- 
duce loss of consciousness. 

Many patients who hyperventilate are 
not aware that they do so. They may com- 
plain of the dizziness, the loss of conscious- 
ness, or some of the cardiovascular symp- 
toms of anxiety such as palpitations, with- 
out mentioning their breathing. When they 
do complain of a change in respirations it 
is usually to refer to shortness of breath 
or smothering without recognizing that 
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they are hyperventilating. Careful inquiry 
about this symptom should be made of the 
patient and other informants without, if 
possible, using leading questions. If there 
is any doubt about the matter the patient 
should be asked to hyperventilate without 
being told what to expect. The symptoms 
and signs of the induced hyperventilation 
should then be compared carefully with 
those described for the spontaneous attacks 
of dizziness or loss of consciousness. 


As with hysteria and vasodepressor syn- 
cope, hyperventilation will be found to oc- 
cur in a situation evoking psychic tension 
and it is part of the diagnosis to uncover 
the precipitating stresses and the circum- 
stances of the attacks. Hyperventilation 
resembles vasodepressor syncope in that the 
physical changes are concomitants of an 
emotional state and are contrasted with hys- 
teria in which the physical changes are 
symbolic expressions of an unacceptable im- 
pulse or wish."! 


In considering the differential diagnosis 
of episodic loss of consciousness it must be 
pointed out that one diagnostic tool, the 
therapeutic trial of drugs, is of no value in 
the solution of this problem. However great 
the therapeutic efficacy of a certain drug 
may be, this can tell us nothing about the 
diagnosis. The old sedative drugs like 
bromides and phenobarbital may be as ef- 
fective in allaying the anxiety associated 
with hyperventilation as in depressing the 
cortical excitability of the epileptic. Fur- 
thermore, these drugs as well as the newer 
anticonvulsants like dilantin, may have a 
strong suggestive effect on patients with 
anxiety and hysteria. For example, we have 
seen a patient whose attacks of fainting 
were completely abolished for more than six 
months by dilantin which was prescribed in 
a confident manner by a physician who 
thought (from an inadequate history) that 
the patient had epilepsy. Later when the 
attacks returned there was an opportunity 
to observe the patient in a typical “spell” 
which consisted of marked hyperventilation, 
a coarse, irregular tremor of the hands, 
great anxiety, and impaired but not com- 
plete loss.of consciousness. Her attacks of 
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fainting invariably occurred in circu 
stances arousing anxiety and were produce | 
by hyperventilation and acapnia rather than 
epilepsy. In view of such observations we 
believe the use of drugs should be postponed 
until an accurate diagnosis has been mai 
since their premature prescription may con- 
fuse the problem. 
SUMMARY 

The differential diagnostic features o! 
the commonest causes of episodic loss 
consciousness are reviewed. Episodic loss 
of consciousness may be due to a number of 
physical diseases but these are almost in- 
variably revealed on physical examination. 
When the physical examination is negative, 
the loss of consciousness is almost certain|\ 
caused by either epilepsy, hysteria, vaso- 
depressor syncope, or hyperventilation. Al- 
though the doctor rarely has the chance to 
observe the patient in an attack, in most in- 
stances an accurate diagnosis can be made 
from the history alone. Impcrtance is at- 
tached to obtaining an accurate description 
of all events before, during, and after indi- 
vidual attacks by a reliable informant. If 
this is done, special tests or the advice of 
specialists will rarely be necessary. A 
therapeutic trial of various drugs is of no 
help diagnostically because the drugs which 
are of value in epilepsy may also suppress 
the anxiety of patients with other condi- 
tions or influence the course of these ill- 
nesses by the effect of suggestion. 
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\N UNUSUAL CASE OF CARCINOMA 
OF THE CERVIX 
R. W. DICKENHORST, M. D.* 
SHREVEPORT 

The following case report is presented be- 
cause of the unusual course and progression 
of events leading to restoration of the pa- 
tient to good health. It serves as an excel- 
lent example of what may be accomplished 
by close follow-up, perseverance, and judi- 
cious use of the armamentarium at hand in 
combating the most common malignancy of 
the female patient. The satisfactory result 
was ultimately attained through the cata- 
lvtie effect of many cooperating agencies 
and techniques. 

CASE REPOR' 
Mrs. N. M., a well developed, well nourished, 
ite female, 41 years of age was first seen in the 
Shreveport Charity Hospital Tumor Clinic July 
The chief complaint at that time was a 
ody vaginal discharge of five weeks’ duration. 
The pa- 


t stated that she had gone through nine normal 


past history was noncontributory. 


pregnancies. Family history was negative for can- 
Pelvic examination revealed the only positive 
sical findings. The cervix was found to be soft 


i freely movable. It was described as being 
erated, ulcerated and somewhat friable with one 
all hemorrhagic area. The examiner expressed 
opinion that this was a carcinoma of the cervix, 
tage I. 
sequently reported as epidermoid carcinoma of 
cervix, Grade III. 


received 


A biopsy specimen was taken which was 
During July 1933, the pa- 
external roentgen therapy consist- 
of 628 r to each of four, 15 by 15 em. pelvic 

ts. The factors 200 kv., 30 
filter of 0.5 and 2 Al., focal 
distance 70 cm., 157 r being delivered to each 

port daily. On July 29, 1933, the patient com- 
pleted 4500 mgm. hrs. of radium therapy. A total 
of 60 mgm. of radium being applied in the form of 
a Regaud applicator inserted into the uterine canal 
containing 15, 15 and 10 and a London 
colpostat containing 10 mgm. was placed in each 

teral fornix. 


were as follows: 


mm. cu. mm. 


mgm., 


Regression following this therapy was excellent. 
She was closely followed in the tumor clinic and 

From the Tumor Clinic, 
Hospital, Shreveport, La. 


Shreveport Charity 
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found to be completely free of disease until January 
22, 1946, (a period of twelve years and six months). 
Examination at this time revealed the cervix to be 
completely effaced. There was a suspicious area 
of what appeared to be granulation tissue in the 
posterior vaginal vault. Tissue taken by biopsy 
from this region was reported as epidermoid car- 
cinoma, Grade II. In view of the previous ther- 
apy, it was felt that this recurrence could best be 
handled by On February 14, 
1946, the patient completed 7,000 r to one 
vaginal This administered using 
following factors: 200 kv., 0.5 mm. Cu. & 1 
Al. filter, at being given 
daily through a cone 4 cm. in diameter. 


intravaginal x-ray. 
intra- 
the 
mm. 


port. was 


50 em. distance, 700 r 
Once again regression was excellent and the pa- 


tient until 1947, 


sus- 


was free of disease January 27, 


when biopsy small 


picious areas in the region of the introitus on the 


specimens from several 
posterior wall of the vagina were reported as epi- 
dermoid carcinoma, Grade II. 

sideration it that 


form of an 


After careful con- 
was further 
the interstitial radium 
needle implant into the rectovaginal septum. Since 
the patient 


decided therapy 


should be in 


had had irradiation on two previous 
occasions and also because of the proximity of the 
proposed implant to the rectum, a colostomy was 


thought to be advisable. A first stage Lahey 
colostomy was performed on February 15, 1947. 
Two weeks following the colostomy the patient 


was taken to the operating room and seven 2 mgm. 


radium needles were inserted 1 cm. apart well be- 


neath the vaginal semicircle 


sponding to the posterior half of the vagina. 


mucosa in a corre- 

The 
external ends were crossed by two 2 mgm. needles 
and the left The 
active length of the needles used in this implant 
was 4 cm. and the filtration 0.5 mm. platinum. 
The radium was left in place a sufficient period of 
time to deliver 


internal ends were uncrossed. 


1,000 gamma roentgens. 


The tumor completely regressed following this 
therapy and the patient has remained free of dis- 
ease. Upon last examination (October 29, 1951) 
the patient was asymptomatic without evidence of 
recurrence on physical or roentgenological exami- 
nation. She has learned to live quite well with her 
colostomy. This colostomy will in all probability 
be permanent since barium enema examination re- 
veals marked atrophy of the lower bowel segment 


and 


visualization demonstrates te- 


langectasia of the rectal mucosa. 


proctoscopic 


At the time of writing of this case report it has 
been over eighteen years since the carcinoma was 
first diagnosed and almost five years since the last 
recurrence. 

DISCUSSION 

The possibility of this patient having de 
veloped three separate epidermoid carcino- 
mas of the cervix has not been ruled out; 
however, I feel that one is justified in as- 
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suming that it is much more likely to repre- 
sent two recurrences from the original 
neoplasm. 

The control of this patient by radiother- 
apy, after she had a recurrence on two oc- 
casions, quite definitely illustrates the value 
of close follow-up in order that appropriate 
therapy may be instigated at the earliest 
possible moment. It also is against the de- 
featist attitude assumed by some physicians 
when faced with a recurrence of a malig- 
nancy. 

0 
THE MENTAL HEALTH ANGLE IN 
OBSTETRICAL CASES* 
LOYD W. ROWLAND, Ph. D.+ 
NEW ORLEANS 

The impressions which I shall pass on to 
you in this paper are gleaned from a study 
of the literature which I made preparing 
the first drafts of the Pierre the Pelican 
prenatal series published a short time ago, 
and from a recent sampling study of the in- 
formation, attitudes and emotions of preg- 
nant women. 

It is a perfectly safe generalization to 
make that the attitudes toward pregnancy 
are as variable as the number of pregnant 
women. One can run the whole gamut of 
the field and at one 
those who accept the coming of 
cheerfully, who want the youngster, who 
will do a good job in caring for it, who are 
adult emotionally, who may have limitations 
of financial resources, but who have a broad 
margin of ingenuity—in other words ade- 
Added to this remarkable 
condition is a reasonable freedom from fear, 
the presence of cheerfulness and 
humor, and a radiation of confidence. 

At the opposite end of the scale are those 
women who are terribly frightened at the 
knowledge that they are pregnant, are fear- 
ful of the outcome, and do not wish the 
baby. Later they will probably take an at- 
titude of resignation and accept their “fate” 
as though they were captive slaves. They 
will be difficult to work with during preg- 


discover, extreme, 


a baby 


quate people. 


good 


*Presented at the Seventy-first Annual Meeting 
of the Louisiana State Medical Society, New Or- 
leans, May 9, 1951. 

+Director: Louisiana Society for Mental Health. 
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nancy and will probably be equally difficu 
during the birth process. 

Between these extremes of complete ad: 
quacy and complete inadequacy is the pos 
tion of most women. It is true that man 
of them are ambivalent with regard 
wanting a baby. Many of them do not a 
cept the coming of the baby, particularly a‘ 
first, but some of these same mothers wil! 
later accept the coming of a child and wi 
then show overeagerness. Perhaps this i 
because they are trying to make amend 
for having been unwilling to accept th: 
coming of the baby in the first place. Ever, 
mother should know that it is all right fo) 
her to have the feeling of wanting her bab: 
and not wanting it, and she should be as 
sured that her feeling is normal, and that 
in all probability the time will come whe: 
she will very much want it. For strang: 
would be the mother whose instincts are not 
aroused by the fingers of a baby and its 
gurgling, cooing sounds—even though : 
year previously she may have harbored the 
wish of not wanting the baby at all. 

The pregnant woman needs mental hy- 
giene care. She needs an opportunity to 
talk out her troubles with her physician. 
Sometimes this works splendidly and the 
physician makes provision of time, and 
shows by his attitude that it is all right 
for her to talk out her problems when 
she comes to him. She has a half 
hour to sit down and ply him with questions 
or tell him what is on her mind. Not all 
physicians are prepared to fully understand 
the need for this and many of them are not 
prepared to be of help. Having a baby, for 
them, is a physiological process which may 
be carried out without very much regard for 
the total personality of the mother. 

More and more these days, however, the 
training of physicians is loaded with a psy- 
chosomatic slant and the literature in ob- 
stetrics is giving more and more considera- 
tion to the mental condition of the pregnant 
woman. 

There is no place on earth where mental 
and physiological processes come more to- 
gether than in the birth of a child. What 
the mother thinks and what the doctor 
thinks, the attitude of the mother toward 


see 
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childbirth and toward the child she is bear- 
inv, the skill of the physician, the under- 
standing of the mother, physiological proc- 
esses—all of these combine in the birth 
process. 

The implications of all this are far reach- 
ing from the point of view of education. All 
that a prospective mother has learned from 
her own mother, what she has heard from 
talking with twelve year old girls, what she 
thought of the first menstrual period. All 
of this and much more is background com- 
ing to the foreground when a pregnant 
woman presents herself and her problems 
to the doctor for consideration. 

It is a very delicate time. A time when 
the physician can tip the balance either 
way. He can make the mother feel that the 
birth process is an entirely mechanical one, 
about which she cannot do much, or he can 
make her feel that it is a process in which 
she is a very important participant. 

If he merely gives her only the feeling 
that birth is physiological, she will perhaps 
eat the right foods, if told to do so, follow 
her instructions, hope for a sedative that 
will “knock her out” when the time comes 
for the baby to be born, and consider her- 
self in the role of a passive spectator, just 
as much as possible, and not look forward 
to the event as an important participant as 
she should. 

More and more the skilled physician in 
obstetrical practice is giving his prospec- 
tive mothers the feeling that the part they 
play is very important. He seeks coopera- 
tion from them, wants them to understand 
how the baby is developing, wants them to 
know how important their emotional states 
are, gives them assurance so that they may 
know he will be with them “through it all’. 

More and more too, physicians are de- 
pending upon supplementary information, 
usually in printed form, to be given to pa- 
tients. This is merely being efficient in 
the same way a doctor is efficient when he 
writes a prescription these days rather than 
compounding his own medicine. After hav- 
ing given the mother printed information 
the physician can briefly check up on her 
to find out whether the reading was com- 
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pleted, was understood, and whether addi- 
tional questions have arisen. In general, 
there is an indication that the more com- 
petent men in practice are willing to make 
use of these supplemental aids. Such printed 
information does not take the place of con- 
ferences between patient and physician, but 
makes them more efficient and effective. 

We have discovered in our work that 
people will read material if it is written at 
the proper level for understanding, if it is 
illustrated, is not too long, and hits them 
“squarely between the eyes” which means 
that it brings up a particular topic at a time 
when the patient is motivated. Probably 
all of you know of the Pierre the Pelican 
postnatal letters which have been sent to 
all parents of first-born children routinely 
in Louisiana since January 1947. This 
series of pamphlets has been widely used— 
not only throughout Louisiana but the rest 
of the United States and some foreign coun- 
tries. One reason it is so successful is that 
parents of first-born children need help and 
want it badly, and the content of the series 
is timed to accord with the young parents’ 
needs at a particular time. 

However, mothers and fathers are just as 
desirous of having information before the 
baby is born as afterward. The nine months 
prior to the birth of the child are months 
of strong motivation for most mothers and 
many fathers. It is a time when they ¢an 
be reached with materials written 
pecially for them to accord with their needs. 
To take care of this need we have recently 
prepared some new prenatal materials 
which are now in distribution in Louisiana. 

I would like to tell you how the service 
using these new materials operates. Let 
us put it in the form of a story so familiar 
to you. On X day a bride of three months 
comes to your office embarrassed and be- 
wildered. For the first time since her men- 
strual periods began years ago she has 
“missed.” She wants to know immediately 
whether or not she is going to have a baby. 
After examination, you tell her that she is, 
and you make a guess as to when the baby 
will be born. While you are talking with 
her you reach into a little cubbyhole in your 
desk and pull out a card. On this you fill 


es- 
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in her name and address and your name 
and your guess as to when the baby will 
be born. Then she signs her name and 
drops the card in the mailbox. The postage 
is already paid. The card goes to the State 
Health Department and when your patient 
gets home it will not be many days until 
she receives the first Pierre the Pelican 
prenatal pamphlet. It goes like this, “I 
know a secret! You’re going to have a 
baby. Not many people know it yet, just 
the persons you have told. But they have 
begun to tell others and it won’t be long 
until everybody knows, but that’s all right.” 
Then on through the pamphlet there are 
topics of great interest to this prospective 
young mother. Next month, here comes an- 
other pamphlet with a discussion of prob- 
lems appropriate to the period, and on 
through until the last pamphlet is mailed 
to her just seventeen days before the date 
of expected delivery. 


This service has just begun in Louisiana 
and last month 449 requests came in from 
physicians around over the State asking 
that the pamphlets be sent to their patients. 
This is very gratifying, and we are certain 
that by the end of the year we shall be 
having requests at a rate of about 10,000 
per year. 

It is probably true that there is so much 
diversity in human nature when it comes 
to periods of life, problems encountered, 
types of people, social status, occupation, 
race, and even creed, that if we are ever 
to achieve our goals in mental health edu- 
cation it will be necessary to prepare ser- 
vices that intended for particular 
groups at particular times. However, there 
are certain focal points at which all people 


are 


regardless of race, creed, color, or employ- 
ment, come together. One of these is preg- 
nancy, particularly before the birth of the 
first child. Those of us in mental health 
education, therefore, need to seek out these 
focal points where all people “go through 
the eye of the needle” if we may be per- 
mitted this figure of speech. It is at this 
point that teaching is easy because of the 
desire of all people to understand. 


Some time ago we wanted to make a spot 
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check to find out whether or not these pr 
natal materials were being studied and als» 
we wanted to know whether or not t! 
mothers were anxious on the topics that ha: 
been introduced. For example, we aske 
the mothers to put a check mark opposit 
the topic ‘“‘Whether it is all right for mot} 
ers to work after they become pregnant 
We asked that the mothers put a chec: 
mark opposite every one of the thirty-thr« 
topics which we listed—if they worried 
about that topic. When they got throug 
checking the list we asked them to go bac! 
and put a double check opposite the two 
topics about which they had worried most. 

This was simply a sampling study. W: 
took an unselected set of names and ad- 
dresses of 100 patients, coming in from al! 
over the State, and sent them this set of 
questions. We expected to receive about 
30 replies—which, by the way, we asked to 
be sent in anonymously since we were not 
interested in names, and thought we might 
get a little bit more frankness in reply it 
the patients knew they were not to sign 
their names. We got 40 answers, 39 ot 
which are summarized here. 

In the paragraphs that follow I shall list 
some of the topics about which pregnant 
women may become anxious and shall tell 
you in each case how many women of the 
39 checked an item as important to her. Of 
the 39 women 29 checked the topic “Sex 
relations during pregnancy” as being a 
source of worry. This will be reflected in 
other questions later. The importance of 
the topic stands out clearly. No obstetrician 
should evade bringing up the question when 
the patient first presents herself for ex- 
amination. If the obstetrician does not 
bring up the topic he should give the pa- 
tient literature covering it. 

The topic of next greatest concern to the 
39 women who answered our question form 
was “The danger of having a miscarriage.” 
Twenty-six of the 39 women checked this 
topic as important to them. It would, there- 
fore, seem perfectly clear that the obstetri- 
cian should remove this worry from the 
minds of pregnant women wherever it is 
reasonable to do so, stressing normal living 
and furnishing the patient with only such 








ROWLAND—Mental Health 


precautions as are necessary for her to ob- 
serve in avoiding a miscarriage. 

The third topic of greatest concern, 
arked by 22 of the 39 women, was this 
question: “‘Are there special upsets that 
go with childbirth?” Apparently in the 
minds of women there is a lingering sus- 
picion that mothers are likely to give evi- 
dence of abnormal behavior at the time of 
the arrival of the baby. All phychiatric 
studies indicate that this is: not the case. 
Certain symptoms which are already pres- 
ent in the patient may become exaggerated 
when the time arrives for the birth of the 
baby, but patients should be assured that 
there are no upsets that go with childbirth 
as such—by this is meant there are no char- 
acteristic mental upsets that go with hav- 
ing a baby. It is important for the phy- 
sician in obstetrical practice to know that 
this is a significant worry in the minds 
of many women and should be eliminated. 


of the women answering our 
questionnaire were concerned over the atti- 
tude of the father toward pregnancy. This 
question would bear further analysis in a 
future study. What exactly was his atti- 
tude? Did he not wish his wife to have 
the baby? Did he feel the financial burden 
involved? Did he not want to accept the 
coming of a baby? At this time we do not 
know the answer, but we do know that half 
the women answering the question form 
were concerned about how the father felt 
toward the pregnancy. 


Twenty 


Seventeen of the 39 mothers showed some 
concern on the question “‘What kind of par- 
ent will you be?” In the former question 
the old prenatal influence is still probably 
prevalent in the minds of some mothers. 
They feel that what they do and think and 
hear will somehow affect the talents of the 
baby. In other words, probably a good 
many mothers are still obsessed by the im- 
portance of doing or not doing certain 
things with the thought that it will affect 
the rate at which the baby learns. Many 
of them may even think that the baby is 
already learning before he is born. Early 
psychoanalytic literature supported the the- 
ory of very early learning. However, it 
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ought to be said to young mothers that so 
far as we now know no learning takes place 
before birth and the learning which takes 
place within the first few months after 
birth is highly unstable and if not prac- 
ticed is soon forgotten. 

Half the mothers have begun to think 
about the kind of parent they will be, and 
of course this condition holds promise. It 
is just as well that they begin to reflect 
upon the requirements of parenthood early. 
This anxiety should be capitalized upon by 
the obstetrician in consultation or in mak- 
ing available to the young parent an appro- 
priate type of printed information. 

Nineteen of the mothers said they were 
anxious on the question of marking the 
baby, 17 about having twins, and 17 about 
having a premature baby. It is significant 
that approximately half the mothers still 
have a concern on the subject of marking 
the baby, a concept disproved in the minds 
of physicians for a hundred years. This 
idea represents a cultural lag of an idea 
which somehow refuses to die out. 

Fifteen of the 39 mothers were concerned 
on the topic of breast feeding of the baby. 
Recent literature has emphasized breast 
feeding because of the improved psychologi- 
cal relationship between mother and child. 
If 15 of the 39 are concerned it 
may mean that there is an increasing num- 
ber of young mothers who wish to breast 
feed their babies. 


women 


An equal number of mothers show con- 
cern about “whether it is all right for moth- 
ers to work after they become pregnant.” 
This is clearly a topic where mothers need 
definite answers, primarily from their phy- 
sicians. They need to be told that they 
can go right ahead leading a perfectly nor- 
mal life if they have to work and that only 
reasonable cautions such as undue lifting 
or standing be avoided. 

Fourteen mothers had concern on the 
subject of whether they could breast feed 
their baby, assuming that they wanted to. 
Thirteen were concerned about “morning 
sickness,” about “craving different kinds 
of foods,” and 14 about having “after-baby 
blues.” These apparently are topics of some 
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interest to mothers and about which they 
would like to have information. Fourteen 
of the 39 mothers said they were concerned 
about whether their husbands should go to 
see the doctor also. Thirteen wanted to 
know “Whether it is all right sometimes 
not to want your baby before it comes,” 11 
“does vomiting hurt the baby,” 13 “the 
kind of parent your husband will be,” 15 
“will it hurt a great deal when the baby 
comes,” and 12, ““The baby and the in-laws.” 
Ten mothers were concerned about “Getting 
larger and getting out of shape,” 11 about 
“smoking and drinking,” and 10 about the 
attitude of either the husband or wife to- 
ward each other.”” Ten were anxious about 
“being tied down before the baby comes 
and after,” 9 about “whom the baby will 
be like.” Eight were concerned that “if 
contraceptives had been used whether it 
would affect the baby”; 10 “The effect on 
the baby if either father or mother had sex 
experiences before marriage.” Nine were 
concerned about the possibility of having 
too many visitors after the baby came. 
The topics which some have thought 
might be of greatest concern to the mothers 
appear not to be at all. Two of these are: 
“Insanity in the family,” and “feeblemind- 
edness in the family.” Apparently, these 
topics are of such minor importance to con- 
temporary expectant mothers that they 
need not be introduced by the physician. 
More harm would probably be done by in- 
troducing them than by leaving them alone. 


When we look back at the answers that 
are double-checked, we see that the topic 
double-checked twice as frequently as any 
other is on the question of “Sex relations 
during pregnancy.” The next most fre- 
quently double-checked items are “Will it 
hurt a great deal when the baby comes,” 
“Marking the baby,” “Having a premature 
baby,” “The danger of a miscarriage,” and 
“Are there special upsets that go with child- 
birth.” 


In addition to the checklist, we asked cer- 
tain questions outright. The first of these 
was—‘“Are there any topics in the first few 
pamphlets you have received which you just 
couldn’t bring yourself to ask your doctor 
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about? If so, what are they?” Thirtery 
of the 39 women made no reply to this 
question. Sixteen answered by saying “no.” 
But nine said “yes, there were questions 
which they just couldn’t bring themselves 
to discuss with their doctor, and 7 of thes: 
referred to the matter of sexual relations 


Another question was, “Do you enjo 
keeping up with the baby by reading about 
its development at the end of each pam- 
phliet?” The answer here is a very emphati: 
“ves,” given by 36 mothers. The mothers 
appreciate detailed description of the 
growth of the fetus. It seems to give them 
a feeling of development which is hard to 
describe during a period when it is difficult 
for them to appreciate, or in any physica! 
way sense, the growth that is taking place. 

The next question was this: “Have you 
felt that the doctor was so busy that it was 
unfair to take his time by sitting down to 
talk about problems that worry you?” Nine 
teen of the mothers said “no.” This we 
take to mean that there is sufficient rap- 
port between many of the patients and their 
physicians. However, 14 of them said “ves, 
they felt that the doctor was so busy that 
it was unfair to take his time by sitting 
down to talk about problems.” For these 
patients it would seem to be particularly 
appropriate to place in their hands suitable 
literature in order that they may get the 
information they need through reading. 


Our sixth question referred to the father 
and asked “Did the father read the second 
pamphlet which was prepared especially for 
him?” Thirty-three answered “yes”; 3 an- 
swered “no” and 3 did not answer this par- 
ticular question. There was marked enthu- 
siasm among some of the mothers with re- 
gard to this particular pamphlet. It is true 
that the father is left out of the picture all 
too frequently and this pamphlet attempts 
to bring him back into the picture. Typical 
replies were: (a) “Yes, and enjoyed it very 
much.” (b) “Yes, and I do believe it helped 
him understand my condition better.” (c) 
“Yes, he read and enjoyed all of them.” (d) 
“Yes, and I might add that he read or | 
read aloud all of the pamphlets and we 
found them very helpful.” (e) “Yes, all of 
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them.” (f) “Yes, in fact he read them all 
and enjoyed them as much as I did.” (g) 
“Yes, he read the others also.” (h) “He 
not only read that one, but every one that 
| have received.” (i) “Yes. I saw to it that 
he read it very carefully.” (j) “Yes, and 
he got quite a bit from it. Most fathers 
don’t realize the things you had to say or 
they just don’t think about it.” 


So much for the study. Now to return 
to the role of the obstetrician, and to sum- 
marize. In psychiatric terms, the obstetri- 
cian takes over the father role in his re- 
lationship with the patient. He must be 
interested and emotionally devoted to his 
task. He must exude confidence. At the 
same time he must know the answers and 
must be firm in his instructions. Most of 
all he must be the kind of person who will 
secure cooperation. 

The expectant mother is in a highly sug- 
gestible relationship to her obstetrician. 
Such a condition is advantageous to learn- 
ing and to the formation of attitudes. The 
obstetrician can mediate such important 
ideas as that: (1) The risks of childbirth 
are now greatly reduced. (2) Breast-feed- 
ing is a wonderful experience if you want 
to do it, and can. (3) It doesn’t make a 
particle of difference whether you have a 
iittle boy or a little girl. (4) It’s a perfectly 
normal thing to be divided in your mind 
at first on the question of whether you want 
the baby or not. (5) I’m going to stay by 
you all the way through, particularly when 
the time comes for you to have the baby. 
(6) Having a baby is something in which 
you can take an active part. I will teach 
you in advance all that I can. 

One of the things which every obstetri- 
cian can do but which he often fails to do 
is to help shape up attitudes toward the 
coming child. Unfortunately, many ob- 
stetricians believe they have done their job 
when the baby’s breathing is established 
and the mother is physically restored. Ac- 
tually, he has the opportunity of forming 
many important attitudes with regard to 
the child and his influence will be felt long 
after the mother is thinking of other things. 


In the absence of this type of personal 
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service or even augmenting it, suitable sup- 
plementary printed matter that is well 
written and cast at the right educational 
level and which is appropriate from the 
point of view of the topics discussed will be 
very helpful to expectant parents. 


4). 
U 
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Adoption, a vital part of our modern 
social pattern, is in fact an ancient custom. 
There seems to have been no time in the 
history of man when there did not exist 
some method of caring for parentless and 
neglected children or of providing for an 
heir to childless parents. 

\ INTRODUCTION 

America’s earliest statutes permitted 
adoption by deed, without court proceedings 
of any kind. Massachusetts,” just one hun- 
dred years ago, was the first state to re- 
quire a formal judicial proceeding. Found- 
ing of The Children’s Aid Society of New 
York marked the beginning of systematized 
child-placing in this country. Many private 
and state agencies have subsequently been 
founded, emphasizing selective placement 
by highly specialized case-work methods, 
and leading to widespread improvements in 
adoption practices. 

Since the first White House Conference 
of 1909, leaders in children’s work from all 
over the United States have been called to- 
gether three times; the fourth conference 
on Children and Youth was held just last 
December. The 1909 conference resulted 
in the creation of the Children’s Bureau, 
the first public agency whose sole purpose 
was to consider the welfare of the child. 
Along with many other activities this gov- 
ernmental agency continues to do much to 
improve and standardize adoption proce- 
dures in this country through research, dis- 
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tribution of publications, and cooperation 
with state and private organizations. 
B. THE 


PSYSCHOLOGICAL ASPECTS OF 


It is an important fact to remember that 


ADOPTION 


no child can reach his full emotional ma- 
turity in a home environment filled with 
emotional conflict, strife, and neurotic man- 
ifestations. Probably most people who wish 
to adopt children honestly desire and feel 
the need of a child in the home, even though 
many of them lack the emotional stability 
necessary to make a good home. Perhaps 
the best approach to evaluation of stability 
in prospective adoptive parents is to de- 
termine the exact reasons why they wish 
to adopt a child.**:"'"" To simplify recogni- 
tion of some neurotic tendencies common 
among prospective parents, a few situations 
are cited: 

Should the adoptive mother be one who 
insists that she wants a child, while the hus- 
band says little or nothing about the adop- 
tion, simply acting as a “silent partner,” 
then one should be on the lookout for neu- 
rotic tendencies in the mother. Women 
who, as children, were neglected by their 
own mothers often need an object to smoth- 
er with “affection.” Placing a child into 
such a home can result in overprotection 
of the child, with subsequent development 
of disobedience, impudence, and the use of 
neurotic symptoms to control the mother. 

On occasion, a couple will appear de- 
manding a “two and half year old, blond, 
blue eyed boy.” Insistence by the adoptive 
couple on such specificity should make the 
investigator suspect that such a couple are 
only reluctantly relaxing their rigid boy- 
cott on parenthood.'' A flat refusal to ac- 
cept a younger child may indicate that the 
parents are repulsed by the thought of toilet 
training, or that they will be intolerant of 
untidiness.'* Refusal to accept a baby with 
even a minor correctible defect—a risk al- 
ways taken by true parents—may predict 
later failure to meet responsibilities to any 
child these parents may receive. 

All too often, physicians are guilty of ad- 
vising adoption of a child to “steady” a 
shaky marriage. To people already so emo- 
tionally maladjusted, a new child in the 
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home will more often increase than allevia‘e 
troubles. 

Among questions frequently asked by 
prospective parents is, “What age child 
should we adopt?” Psychologically, there 
is some risk in adopting a child under two 
years of age, even though Cattell tests!* and 
others are of value in determining potenti- 
alities at an earlier age. Accuracy of for- 
mal tests is low before the age of at least 
nine months. Because results are often 
equivocal even then, they should be repeated 
at fifteen months. No tests are completely 
reliable, as results depend so much on in- 
terpretation and consequent errors varying 
with experience of the examiner and emo- 
tional tensions of all concerned. 

When adopting an older child, the parents 
may lack satisfactions from having been the 
objects of earlier emotional attachments. 
Further, the older child has had greater 
cpportunities to receive emotional trauma 
by bad handling in previous environments. 
Also, understandable feelings of insecurity 
may develop more frequently in children 
passing through shifting foster homes and 
affections, even though each of these was 
individually satisfactory. 

When an adopted child asks about his real 
parents, all the available truth should be 
told, in simple understandable terms, with- 
cut any fancy trimmings. At the same 
time, the child should be saved from shame 
for himself or his true parents by logical 
expianations of motivation for adoption. 
When he is old enough to understand it will 
be wise to explain that in any family, cir- 
cumstances may arise which may make 
adoption desirable. If exaggerated infor- 
mation is given to the child concerning his 
true parents, then in his phantasy state it 
may appear to him that real love and se- 
curity is only possible with true parents; 
on the other hand, should the true parents 
be described in derogatory terms, the child 
may in effect lose faith in all parenthood. 

It must be emphasized that unless ques- 
tions concerning adoption are answered in 
a pleasant and reassuring way, and as sim- 
ply as they are asked, it is easy for the 
child later to misinterpret any disciplinary 
efforts or restrictions as direct evidence 
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that his parents do not and never have 
loved him. Then the fact that the child 
knows his background may make him feel 
subconsciously that he owes his adoptive 
parents no allegiance; resentments can then 
easily expand into a gamut ranging from 
well concealed to openly hostile behavior. 

The introduction of a child in their home 
can be a frightening experience for any 
couple who are unprepared for the experi- 
“Unexpected’”—even though normal 
—actions may even raise their suspicions 
about the child’s genetic background. This 
may, on occasion, prove to be a rather happy 
thought to explain in retrospect all forms 
of deviate behavior without the necessity 
of recognizing their own real inadequacies 
as parents. Then, through no real fault of 
his own, the child may be returned to the 
agency by adoptive parents who failed in 
their job for simple lack of preparation. 

A few words must be said regarding 
stability of a new adoptive family. The 
cultivation of comradeship begins at once— 
not when the child reaches adolescence. A 
boy needs a friendly father as an example, 
and a mother who will protect him as a 
baby and encourage his increasing indepen- 
dence as he grows older. A girl needs a 
father’s sincere interest and affection, for 
only in this way can she develop a natural 
relationship with men. She needs a mother 
to act as an example to guide her own life. 
For the proper development of children and 
their preparation for living, there is no 
substitute for a wholesome family atmos- 
phere! 

( Pilly LEGAL 

No law relating to the welfare of children 
stands by itself. The principles and stand- 
ards essential for full protection of children 
must be the foundation of a whole network 
of statutory and administrative provisions 
benefiting children. The adoption law, as 
one of these provisions, should promote the 
best interests of the child. The Children’s 
Pureau has suggested that individual state 
laws be made to conform in principle and 
pattern to a suggested “ideal” adoption 
law.?? 

The objectives of such an ideal law are: 
to protect a child from unnecessary separa- 


ence, 
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tion from his natural parents, from adop- 
tion by persons unfit to be parents, and 
from interference after he has been estab- 
lished in his new home—by anyone who 
might have later claim through some de- 
fect in legal machinery or procedure. The 
law would protect natural parents from 
hurried decisions and necessity to give up 
a child under pressure, strain, or anxiety. 
The ideal law would also protect adopting 
parents from assuming responsibility for 
children of whom they know nothing, and 
from disturbance of their relationship by 
natural parents whose legal rights had not 
been given earlier full consideration. 

The provisions of the “ideal” adoption 
law are, in summary :*°:*! 

1. Jurisdiction in adoption is given to a 
single court of record, preferably a juvenile 
court, and is limited to cases in which pe- 
titioners reside in the community in which 
the court functions. This provision is to 
insure a maximal possibility of adequate 
preliminary study of a proposed home, and 
all necessary supervision of that home after 
placement. 

2. The maximal age to be covered in sec- 
tions relating to the adoption of minors is 
stated, but there is no limitation on who 
may be adopted. 

3. Any adult, or any married couple are 
permitted to petition for adoption of a child, 
under jurisdictional restrictions as to resi- 
dence. If safeguards that should be in- 
cluded in the law are observed, the peti- 
tions of persons unfit or unable to care 
properly for the child will not be granted. 

1. The petition must be accompanied by 
a written consent to adoption, obtained 
either from the natural parents, or from 
that person or agency legally having the 
right to consent. 

5. Notice that a petition to adopt has 
been filed is then to be sent to the Depart- 
ment of Public Welfare, or its authorized 
agency. 

6. The Department or its agency then 
makes a thorough study, and files all docu- 
mentary evidence with the court. 

7. The child must live in the adoptive 
home for a specified time, preferably a 
year, under the supervision of the Depart- 
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ment of Public Welfare or its licensed 
agency. 

8. A closed hearing is held, and all rec- 
ords are kept confidential. 

9. If the Court finds that the best inter- 
est of the child will be served, it will enter 
a decree of adoption. This decree is to de- 
fine the rights and obligations of the adop- 
tive parents as well as those of the child, 
and it is to end all rights and obligations 
of the natural parents. 

10. If the final decree is not entered, the 
child is transferred to a suitable home for 
his care and guardianship. 

11. Safeguards assure the welfare of the 
child in legal matters that may arise from 
irregularities in the proceedings. 

12. There are also provisions relating to 
the issuance of a new birth certificate, and 
notification of the bureau of vital statistics. 
Put there is no provision for annulment.~” 

The Louisiana law,"' in general, differs 
very little from the form just outlined. But 
because Louisiana has as the basis of its 
law the Napoleonic Code, under which adop- 
tion is recognized, the status of an adopted 
child after the final decree has been entered 
is defined in sections of the Code relating 
to inheritance and line of descent. A single 
pattern runs throughout these statutes.'’*' 
Adoption in Louisiana brings about a sub- 
stitution of parents only, not of family. 
That is, there is no change in the relation- 
ship between the adopted person and his 
relatives other than parents, and no legal 
relationship arises between the adopted and 
the blood relatives of the adopter. Because 
in most cases the adoption is performed 
without the consent of the adopted child, 
it provides (in common with the laws of 
several other states) that the blood parents 
be subject to support of the adopted child 
if he is unable to obtain it from the adopt- 
ing parents. 

Existing adoption laws are of two types: 
adoptive statutes proper, which govern 
court proceedings; and placement statutes, 
which regulate the placing of children in 
homes in contemplation of adoption. Dur- 
ing the past few years considerable prog- 
ress has been made toward bringing adop- 
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tion laws into harmony with recognized 
principles of child protection. A_ trend 
toward recognizing legal and social protec- 
tions that will prevent invasion of thie 
rights of parents and children is found in 
provisions of recent adoption laws relating 
to consent to adoption. There is also increas- 
ing awareness of the need for legislation 
closely related to adoption that will require 
Court sanction of voluntary relinquishment 
of parental rights. In most states, however, 
the pattern of regulation under adoption 
and placement statutes is still seriously de- 
ficient.*” 

Defects in adoption laws of some states 
can probably best be illustrated by quoting 
parts from one of them. 


“ 


.... The petition shall contain the name and 
age of the person sought to be adopted, the names 
and ages of the parents or guardian, their resi- 
dence and post office address, if living and known 
to the petitioner, and if unknown, after diligent 
inquiry, said fact shall be stated. It is unneces- 
sary to state in the petition the name, address... 
of the father of an illegitimate child or person, 
but only that all of the living parents and guard- 
ian, if any, have joined in the petition ... If the 
parent or guardian has legally designated some 
agency or person as representative in the pro- 
ceedings, with authority to consent to adoption, 
said agency or shall be made 
the proceeding in place of the parent.” 


person a party to 

. the petitioner must state in the petition 

any gifts, bequests, and other benefits he proposes 

to make or confer upon the person to be adopted.” 

Parents, guardian, agency, or perso! 

sought to be adopted may either become parties to 

the petition voluntarily, or shall be made defend- 

ants to said petition and summoned to defend as 
in other cases.” 

“In either case the Court shall hear the evidence 
and if satisfied that the interest and welfare of 
the person sought to be adopted will be promoted 
by the adoption, may decree said person to be 
adopted, . . . and thereafter the petitioner shall 
have and exercise over such person so adopted all 
power and control as parents have over their ow: 
children.” 

Thus, one particular state law provides 
for no investigation, no trial residence, and 
invests the child with no rights! 

It should be emphasized, that a child who 


*Rights of the Child—the adopted child does not 
become the heir of the petitioners unless heirship 
be one of the gifts, grants, or benefits proposed to 
be conferred.?* 








no 
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must be provided for by others than his 
own parents should be assured of a home 
that will offer maximal opportunities for 
sound physical, mental, spiritual, and emo- 
tional development. To this end adoption 
laws must provide for a social study of the 
prospective adoption home, and for a period 
of residence of the child in the home under 
supervision of an agency qualified to place 
children, in order to be as sure as possible 
that the home is suited to the child and the 
child to the home. 

Better adoption legislation is important, 
but it is also necessary that existing legis- 
lation be strengthened by conscientious ad- 
ministration, so as to realize the intent of 
the law. A good adoption law, poorly ad- 
ministered and inadequately supported, will 
be no better than a bad law or none. 

A well informed physician is in an ex- 
cellent position to urge careful observance 
of existing laws, and to stimulate interest 
in providing additional legal protection for 
children subject to adoption. 

I) AGENCIES AND METITODS OF ADOPTION 

There are several methods whereby a 
person may be adopted. Probably the best 
method is through licensed adoption agen- 
cies; their primary function is not to find 
babies for specific homes, but rather to find 
homes for specific babies. These agencies 
follow policies set forth by the United 
States Department of Public Welfare.*° 

There are many agencies, located mainly 
in the larger cities of the United States. 
Each of them, often sponsored by a relig- 
ious organization, has a set of basic re- 
quirements to be met by prospective par- 
ents. These vary from agency to agency 
but in general** they indicate that adoptive 
parents must be legally and happily mar- 
ried, be financially able to support the child, 
be in good health, have an adequate home 
in which all members will welcome and 
really desire the child, be emotionally ma- 
ture parents, and have a good reputation 
in the community. 

Because a licensed agency operates with- 
in the law, and has at its disposal expert 
services of highly trained personnel, all 
parties to the adoption are protected from 


many legal and social pitfalls into which 
they otherwise might be drawn.'*'! The 
licensed agency does not place a child until 
he is legally available for adoption. The 
legal rights of the natural parents have 
then been set aside, so they do not know 
where the child is sent. This protects the 
child and adoptive parents from one of the 
greatest dangers in adoption, since it fre- 
quently happens otherwise that the natural 
parents later change their minds and at- 
tempt to reclaim their child. The physical 
characteristics, mental capacity and relig- 
ious background of the child are matched 
as Closely as possible to those of prospective 
adoptive parents. A thorough preliminary 
study of the child and his background great- 
ly reduces the risk of later disturbances. 

Independent placement is usually consid- 
ered to be a dangerous procedure, although 
under certain conditions it might be satis- 
factory. Independent placement may be 
handled by anyone, those usually involved 
being relatives, physicians, lawyers clergy- 
men, and midwives. In most cases an in- 
dividual handling such an adoption proce- 
dure independently is in effect assuming 
the role and responsibilities of a_ well 
trained social worker—for which he is gen- 
erally unprepared. If independent place- 
ment is necessary in a given situation, it is 
still probably best handled through a quali- 
fied social agency.** Because approximately 
50 per cent of all children adopted in the 
United States are adopted by parents, step- 
parents, or other relatives*” independent 
placement has a definite place in adoption. 
But to provide adequate legal protection 
and supervision, these placements should be 
made under the direction of a qualified so- 
cial agency. 

Independent adoptions** may be well in- 
tentioned, and are often conducted on an 
entirely noncommercial basis. A physician 
may wish to assist an unmarried mother 
and may have friends who are looking for 
a child; a lawyer may be consulted by the 
parents of a girl faced by the social stigma 
of having given birth to an illegitimate 
child; and with highest motives they may 
arrange for private adoption, even lacking 
adequate protection that all parties need. 
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When a commercial element is introduced 
into this picture we have in essence the 
“black market” or “grey market.” Speed 
and secrecy are the two main attractions. 
For the natural mother this may appear to 
be the quickest solution to a difficult prob- 
lem, and for adoptive parents it often seems 
the most logical way to “cut a lot of red 
tape.” Financial exploitation is not the 
greatest evil in such a siutation. 

From figures gathered for the mid-cen- 
tury White House Conference on Children 
and Youth*’ we find that there is a steadily 
increasing number of children born out- 
side of marriage. Statistics on illegitimate 
births are never complete, but there are 
probably forty to fifty thousand more an- 
nually in the U. S. now than there were 
ten years ago. Problems of safeguarding 
children, adoptive parents, and natural par- 
ents are growing in direct proportion to 
this increase in children born to unmarried 
mothers. licensed agencies are 
handling only about 25 per cent of all adop- 
tions in the U. S., it is obvious that most 
of these children, parents, and adoptive par- 
ents are not benefitting from those safe- 
guards which do exist. 

ke THE 

It is a heavy responsibility to remove a 
child from his own flesh and blood, to place 
him with another family where he falls heir 
to their hopes and ambitions, as well as to 
their property and family name. Having 
neither the training nor facilities for such 
a task, the physician should not undertake 
it lightly, alone, or unaided. 

If, however, the physician does become 
involved in an adoption proceeding, he has 
two important duties to perform: to pro- 
tect the child in its new home, and to pro- 
tect prospective parents. He must satisfy 
himself that the new home is emotionally 
mature and that the placement will not be 
to the detriment of the child. The physi- 


Because 
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cian should leave the necessary investiga- 
tion of social and economic backgrounds to 
the welfare agency, but he should be con- 
cerned with the emotional and physical 
health of all parties concerned. 

When a physician in practice is con- 
fronted with an adoption problem, it will 
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in all probability fall into one of three caiv- 
gories: 

1. An unmarried mother wishing to place 

her child for adoption. 

In this situation the physician must fir 
determine whether the mother really wish: 
to give up the child. It is usually advisab 
to postpone a final decision until after the 
child is born. When the decision is made, 
it should be determined by the ability and 
desire of the mother to care for the child 
adequately, both financially and emotion- 
ally. If the child is to be retained, the 
physician may be of assistance in helping 
the mother through many early adjust- 
ments. 


4 


Should the final decision be to release 
the child for adoption, then it is best to 
refer the mother directly to an authorized 
child-placing institution. 

2. Prospective parents wishing to adopt 
a child. 

If the couple be childless, the physician 
should first evaluate reasonable causes for 
sterility, and assist in their correction, if 
possible. 

Pefore advising such a couple the physi- 
cian must determine the motives behind 
their wish to adopt a child, and assure him- 
self that they will make desirable parents. 
If he feels that they could provide a suit- 
able home in which a child would have full 
opportunities for sound physical and emo- 
tional development, then he can do no bet- 
ter than refer them to an authorized adop- 
tion agency, with a preliminary full expla 
nation of the functions of such agencies and 
the legal and social advantages of adopting 
a child with their help. 

If, on the other hand, no such agency i: 
available in his community, and the physi- 
cian feels obliged to arrange the adoption 
he must be fully cognizant of all of the 
legal and social problems involved, and be 
careful to provide all available protection 
for everyone concerned. 

3. A child probably eligible for adoption, 
of whom the physician has profession- 
al knowledge. 

The physician’s medical responsibility to 

this child in the preadoptive and postadop- 
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tive period is no less than his responsibility 
to any child in his care. Rather it is more, 
for he has assumed a moral obligation to 
the child as well as the adoptive parents. 
Through knowledge gained by his study of 
the child, which should consist of at least 
a thorough history and physical examina- 
tion, serological and other pertinent labora- 
tory data, he must assure himself that the 
child is at least an acceptable physical can- 
didate for adoption. Indicated active im- 
munizations and all other usual medical 
procedures should be a part of his service. 
Here again, it is always best to secure the 
help of an authorized child-placing agency. 

If, however, he chooses to place the child 
independently, he must be sure that full 
legal and social protections are given all 
concerned—the child, the adoptive parents, 
and the natural parents. 

I SUMMARY 

We believe that Louisiana has reasonably 
good and workable adoption laws. Still, 
most adoptions are undertaken without ade- 
quate safeguards. 

Essential as they may be, purely medical 
responsibilities constitute only an import- 
ant part of the total adoption process. All 
of us would be well advised to acquaint our- 
selves thoroughly with local laws and ser- 
vices available through licensed agencies. 
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SYSTEMIC AND LABORATORY IN- 
VESTIGATION OF INTRAOCULAR 
DISEASE* 

N. LEON HART, M. D. 

NEW ORLEANS 

The purpose of this paper is to empha- 
size the importance of the close cooperation 
that must be established between the eve 
physician and the internist or family phy- 
sician, in order to determine the etiology 
of intraocular disease. The advent of anti- 
biotics and sulfonamides has created a pit- 
fall for those who do not resist the urge to 
taxe advantage of their empirical use be- 
fore a systematic effort has been made to 
determine the etiology. Not only is the pa- 
tient denied the benefit of proper medica- 
tion in many with the risk of 
suppression rather than eradication of an 
inflammatory process, but also, there ex- 
ists the possibility that the empirical ther- 
apy may camouflage the etiology, render- 
ing diagnosis difficult or impossible. An 
organized program of investigation such 
as the one about to be presented should be 
followed with alterations as 
each individual case. 


instances, 


indicated in 

METHOD OF INVESTIGATION 
In addition to the history and general 

physical examination, the investigation 

should include the following steps: 
1. A complete ophthalmologic exami- 
nation. 

2. A complete otolaryngologic exami- 
nation, including roentgenologic ex- 
amination of the sinuses. 

3. A complete dental examination, in- 
cluding roentgenograms. 

4. Urinalysis, a complete blood count, 
and a blood serologic examination. 
If the blood serology is positive, the 


Presented at the Seventy-first Annual Meeting 
of the Louisiana State Medical Society, New Or- 
leans, May 9, 1951. 

From the Veterans Hospital, New Orleans, Dept. 
of Ophthalmology. Reviewed in the Veterans Ad- 
ministration and published with the approval of 
the Chief Medical Director. The statements and 
conclusions published by the author are the results 
of his own study and do not necessarily reflect 
the opinion of the Veterans Administration. 
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quantitative Kahn test, examina- 

tion of the cerebrospinal fluid, ind 

the colloidal gold test are indicated. 
5. Roentgenograms of the chest. 


6. Genito-urinary survey, including 
prostatic massage and microscopic 
examination of a prostatic smear, 
with such special examinations as 
are considered necessary. 

7. Stool examination, including inves- 


tigation of five normally passed 
followed, if the normally 
passed stools were negative, by t! 
examination of two passed 
after purgation. 
8. Sigmoidoscopic 


stools, 


stools 

examination, with 
investigation of material aspirated 
from the bowel wall or from frank 
or suspected lesions. 

9. Agglutination tests for brucellosis, 
toxoplasmosis, typhoid, paraty- 
phoid and tularemia. Tests for 
Weil’s disease are to be performed 
if there is reason to 
presence. 

10. Blood cultures for brucellosis if the 
agglutination is positive. 

11. The Frei test and the tuberculin 
test. The skin test for brucellosis is 
not reliable. 

This method of investigation fol- 
lowed in 27 consecutive cases of uveitis 
who were in-patients in the Veterans Hos- 
pital at New Orleans. Three patients, for 
various did 


suspect its 


Was 


reasons, 
moidoscopy. 
The stools were positive for E. histoly- 
tica in 10 of the cases. The prompt remis- 
sion of ocular inflammation when anti- 
amebic therapy was administered, and dis- 
appearance of E. histolytica from the stools 
are of more than passing interest. In one 
patient, the parasite was found, not in the 
stool, but from material taken from an 
ulcer of the mucosa of the sigmoid. In some 
cases, it is true, other therapeutic measures 
were utilized, such as tonsillectomy in one 
case, and penicillin therapy. On the other 
hand, in two cases obvious foci of infection 
were not eliminated. Another patient re- 
tained his chronically diseased tonsils and 


not remain for sig- 
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another declined treatment for his pros- 


tatic disease. Two of the patients, however, 
v presented only uveitis and amebiasis, 


were treated only by aureomycin, the anti- 


amebie properties of which are already es- 


Three 


sponded to carbarsone and chiniofon after 


ished. patients promptly re- 


icijlin and sulfonamides failed to pro- 


( any appreciable effect. One patient 


h syphilis reversed his Wassermann on 
penicillin therapy, but the uveitis did not 
subside until treated with carbarsone and 
chiniofon, the regression in the ocular in- 

imation coinciding with the disappear- 
ance of E&. histolytica from the stools. The 
vision of one eye in one patient was lost 
as the result of uveal disease that was not 
diagnosed etiologically seven years earlier. 
The most recent case of uveitis with in- 
testinal amebiasis illustrates vividly how a 
diagnosis usually simple to establish, may 
become most difficult as the result of the 
nnocent efforts of the physician. A hos- 
pital employee developed uveitis, but be- 
cause his services were indispensable it 
was Cecided to collect stool, blood, and 
urine specimens and immediately begin 
empirical therapy with aureomycin, 250 
mgs. every four hours. Fortunately, the 
cysts and trophozoites of LE. histolytica 
were found in the first stool specimen, for 
in all specimens subsequently collected, 
after the first day of aureomycin therapy, 


no evidence of E. histolytica was demon- 


strable. This dosage of this drug is not con- 
sidered optimum by the internist handling 
this case, for the patient is now receiving 
terramycin, 500 mgs. every four hours. 
The vision of the involved eye has im- 
proved from 20/200 to 20 25 by the sev- 
enth day of therapy. It is believed that had 
the parasite not been found in the first 
intestinal amebiasis 
would have been suppressed beyond recog- 
nition only to recur later, with possibly an- 
other associated bout of uveitis, or would 
have been suppressed leaving the uveitis 
smouldering, as a result of the inadequate 
aureomycin therapy initiated at the onset 
ot the uveitis. 


stool collected, the 
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ETIOLOGIC AGENTS 

That there is a causal relationship be- 
tween uveitis and intestinal amebiasis is 
not a claim at this time. This series is too 
small to come to such a conclusion. Never- 
theless, the fact remains that there were 
found 10 instances of (nondiarrheic) in- 
testinal amebiasis in 27 patients with uvei- 
tis, all of whom were carefully investigated 
and to find aii 10 patients responding 
promptly and sometimes dramatically, to 
amebicida! therapy at the same time that 
their stools became negative for EF. histoly- 
ficu, does seem something more than simple 
coincidence. There is no reason to consider 
the eye resistant to any disease process 
that has proved its ability to establish it- 
self in other organs and tissues of the body. 

The tonsils were found to be the etiologic 
agent in 6 of the cases, and in 2 additional 
cases were found to be associated as sec- 
ondary disease factors. In 1 of these cases 
the primary factor was dental, and the 
other patient with diseased tonsils was 
found to have intestinal amebiasis in addi- 
tion. 

in 3 instances sinus infection was found 
to be the source of the intraocular disease. 
One of these had a polyp in the left maxil- 
lary sinus, another had pus in the maxil- 
lary sinuses, and the third had bilateral 
ethmoid and maxillary sinusitis. Irrigation 
of the left maxillary sinus revealed a mod- 
erate amount of purulent exudate which 
disappeared after treatment. The tonsils 
in this patient were chronically diseased 
and were removed while he was being 
treated for his sinusitis. His eye condition 
subsided promptly. A fourth patient had 
chronic ethmoiditis which probably was 
not related to his eye disease, which in this 
instance was caused by Weil’s disease and 
will be mentioned later. 

Only 1 of the patients in this series had 
eve disease resulting from dental infection. 
This patient had a radicular cyst of an 
upper right cuspid, which when corrected 
surgically resulted in healing of the eye 
disease. Pyorrhea alveolaris was found in 
a number of cases, but in itself is not con- 
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sidered to be pathogenic as regards intra- 
ocular disease. 

Chronic prostatitis was found present in 
4 of the patients. One of these presented 
Reiter’s syndrome: iritis, arthritis, and 
urethritis in which smears and cultures 
failed to reveal organisms. Chronic pros- 
tatitis was found in addition to brucellosis 
in 1 patient, and intestinal amebiasis in 
another, and in these cases the presence of 
the prostatic condition is considered as co- 
incidental. 

In 11 patients the tuberculin skin test 
ranged from 1 plus to 4 plus but the pres- 
ence of other disease processes, the eradi- 
cation of which resulted in fairly prompt 
clinical improvement in the intraocular dis- 
ease, suggests the basic etiology to be non- 
tuberculous. 

The skin test for brucellosis was per- 
formed routinely in the earlier part of this 
and was discarded as unreliable. 
The agglutination test was continued and 
was found to be weakly positive in 2 pa- 
tients in whom the diagnosis was estab- 
lished of other origin. 


series, 


Serological tests for syphilis were posi- 
tive in 4 patients, 2 of which had intra- 
ocular which attributed to 
syphilis. The third case is an interesting 
one in that the patient also had intestinal 
amebiasis, and, although the syphilis was 
treated adequately by penicillin and his 
serological test reversed, the eye condition 
was not controlled until treated with car- 
barsone and chiniofon, at which time the 
evidence of E. histolytica disappeared from 
the stool. The fourth patient with syphilis 
also had diseased tonsils, the syphilis being 
adequately treated with penicillin and re- 
gression of the eye condition obtained prior 
to tonsillectomy. 


disease was 


Roentgen rays of the chest were nega- 
tive in all the patients considered here. 

The fasting blood sugar test revealed no 
diabetics in the series. 

The test for toxoplasmosis was negative 
in all instances. 

Nonicteric Weil’s 
icterohemorrhagica) 


disease (Leptospira 
was found in 1 pa- 


tient who developed chills and fever after 
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swimming in polluted water. The pat ent 
Was apparently well and about to be ‘is- 
charged from the hospital when he devel- 
oped acute iridocyclitis. The diagnosis was 
established by agglutinations for Le) to- 
spira icterohemorrhagica which were posi- 
tive in dilutions up to 1/6400, apparently 
as far as the dilution was carried out by 
the Laboratory of the Armed Forces Insti- 
tute of Pathology, in Washington, D. C 

The details of the individual cases that 
have been described are not given here be- 
cause they are unusual, although the 
Reiter’s syndrome and the _ nonicteric 
Weil’s disease with iritis are unusual, but 
because they illustrate dramatically what 
might be uncovered by a systematic method 
of investigation. Without an organized di- 
agnostic procedure the eye physician and 
the internist or general practicioner, not to 
speak of the patient, are at a distinct dis- 
advantage which might easily culminate in 
a compromising position from which the 
face-saving gesture of empirical therapy 
with antibiotics and sulfonamides appears 
to offer the most graceful and promising 
retreat. This road will certainly lead to 
disaster for the etiological process may 
thus be camouflaged or suppressed, only to 
reappear later in greater strength and ina 
form resistant to the drugs which were in- 
adequately administered earlier. 

USE OF CORTISONE 

The advent of cortisone acetate has been 
of inestimable value in a number of cases 
in this group. The use of this drug may be 
initiated immediately after the patient is 
first seen, for its action has been accepted 
as not on the etiological agent producing a 
disease process, but as a protective fire 
wall being placed between the two. Corti- 
sone acetate was used topically in a 1 to 4 
dilution in normal saline as drops instilled 
! to 8 times daily. Apparently it produces 
no alteration in the results of the diag- 
nostic procedures discussed here, although 
it holds the ocular response to the systemic 
disease in abeyance. Cortisone acetate pro- 
vides the physician with a drug that can 
be initiated at the onset of the ocular symp- 
toms while the etiological investigation is 
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being conducted, and its use can be con- 
tinued after the etiology is determined and 
the appropriate drug instituted. 
SUMMARY AND CONCLUSION 
An organized method of investigation of 
intraocular disease requiring participation 
of the eye physician and the internist or 
general practitioner is outlined. The sum- 
marized data on 27 such cases observed in 
the Veterans Hospital at New Orleans, La., 
is presented. The presence of Endamoeba 
histolytica in 10 of the 27 cases, an inci- 
dence of 39 per cent, and its prompt dis- 
appearance from the stool simultaneously 
with regression of the intraocular inflam- 
matory process shortly after antiamebic 
therapy was initiated, is indicative of the 
value of careful stool examination. The di- 
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agnosis by agglutinations for Leptospira 
icterohemorrhagica was established in one 
patient with acute iridocyclitis in a case of 
nonicteric Weil’s disease. 

A systematic method of examination and 
observation will frequently uncover many 
common causes of uveitis in addition to the 
occasional rare ones. Complete examination 
in each instance of the intraocular disease 
is necessary as the etiological agent mav 
not be the first positive finding. An evalua- 
tion of the positive findings and conclusion 
as to their diagnostic significance must be 
made before a therapeutic approach to the 
problem is begun. 

The routine diagnostic procedure fol- 
lowed in investigation of intraocular dis- 
ease is outlined and the diagnostic findings 
in a series of patients summarized. 
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SUFFICIENT SUPPORT OF THE MEDI- 
CAL SCHOOLS AND OF THE AMERI- 
CAN MEDICAL EDUCATION 
FOUNDATION 

Organized medicine has long been active, 
for scientific and humanitarian reasons, in 
its support of medical education. In recent 
vears, the medical schools of America have 
been increasingly in need of financial help. 

Two years ago, it was advocated in this 
column that organized medicine undertake 
to subsidize the medical schools. This was 
advocated because of the great needs of the 
schools themselves and the equally great 
need of preventing them from drifting into 


Editorial 


governmental control as a result of being 
supported by federal funds. 


In December 1950, the A. M. A. ests »- 
lished the American Medical Edueatica 
Foundation to assist the medical schoo 
and donated $500,000 as a nucleus for fur- 
ther contributions. One year ago, this Jour- 
nal in a second editorial urged support 
this movement, and now a third message is 
being presented to thoughtful physicia: 
It concerns national and alumni funds. 

During the period of financial stress ¢ 
perienced by the medical schools in recs 
years various movements have developed 
among their alumni, such that the alumni 
would contribute to their support. These 
donations have been based on the feeling 
that the alumni were proud of their medi- 
cal Aima Mater and recognized their indebt- 
edness, both educational and financial. The 
financial indebtedness of the average alum- 
nus varies from one school to another, |) 
in most it is realized that where private en- 
dowment finances the school’s needs, medi- 
cal students in their tuition often pay baci 
only 40 per cent of what their education 
In appreciation of this beneficence on 
the part of the school and its endowment, 
medical alumni of various schools have con- 
tributed substantial sums, and these are 
more needed now than ever. 


cost. 


Doctors, accordingly, find they are called 
upon for funds for the American Medical 
Education Foundation and for their medi- 
cal school at the same time. In recognition 
of this situation where a physician would 
be interested in promoting the welfare of 
his Alma Mater and at the same time con- 
tributing toward the American Medical 
Education Fund, the following arrangement 
has been arrived at: The physician may 
contribute to the national fund and allocate 
it to his school, or more directly, he may 
contribute to his school and the Foundation 
will be notified. Also, beginning with gifts 
received after January 1, 1952, all contribu- 
tions designated by the individual physician 
for a specific medical school will be added 
to the school’s grants from the unearmarked 
funds raised by the Foundation and the Na- 
tional Fund for Medical Education. This 








alas 
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ill eliminate possible competition between 
the Foundation and fund raising campaigns 
for individual schools. 

At the recent annual meeting of the As- 
ociation of American Medical Colleges, the 
deans unanimously expressed their sincere 
uppreciation and their enthusiastic thanks 
o the directors and officers of the Ameri- 
can Medical Education Foundation. 

The Student American Medical Associa- 
ion in December passed a resolution: 

“We extend our sincere appreciation to 
the American Medical Education Founda- 

on tor the most beneficial program they 
are undertaking.” 

In the current year the American Medical 


Association has made another donation of 
half a million dollars. There is increasing 
interest among lay organizations and lay 
persons for this movement. During the 
first year more than 1800 individual phy- 
sicians contributed, and in the current year 
it is hoped that this will be many thousand. 

When medical schools lose their autonomy 
the effect will be felt not only in future gen- 
erations but will be noticeable in this gen- 
eration. This cause deserves the worthy 
consideration of every physician. He can 
send his contribution to his school; he will 
receive credit for it there, and also, receive 
credit for it in the American Medical Edu- 
cation Foundation. 


ORGANIZATION SECTION 


The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 


An informed profession should be a wise one. 


ANNUAL MEETING 

Plans are well underway for an interest- 
ing, instructive and entertaining meeting 
to be held in Shreveport April 28-30. The 
House of Delegates will meet on Monday, 
April 28 and the opening meeting of the 
convention will take place on Monday eve- 
ning. Chairmen of the various scientific 
sections have prepared a program with out- 
standing essayists and the schedule will be 
as follows: 

Tuesday morning, April 29—Section on 
Surgery, Dr. Isidore Cohn, Chairman. 

Tuesday afternoon, April 29 

Section on Medicine, Dr. Louis A. Monte, 
Chairman. 

Wednesday morning, April 30 

Section on Bacteriology and Pathology, 
Dr. George H. Hauser, Chairman. 

Section on Dermatology, Dr. Leslie K. 
Mundt, Chairman. 

Section on Diabetes, Dr. F. W. Pickell, 

Jr., Chairman. 

Section on Gastroenterology, Dr. Dono- 
van C. Browne, Chairman. 


Section on Neuropsychiatry, Dr. D. L. 
Kerlin, Chairman. 

Section on Obstetrics, Dr. N. J. Tessitore, 
Chairman. 

Section on Orthopedics, Dr. A. Scott 
Hamilton, Chairman. 

Section on Public Health, Dr. J. D. Mar- 
tin, Jr., Chairman. 

Section on Radiology, Dr. J. T. Brierre, 
Chairman. 

Section on Urology, Dr. U. S. Hargrove, 
Chairman. 

Wednesday luncheon sessions 

Section on Allergy, Dr. Vincent J. 
bes, Chairman. 

Section on General Practice, Dr. 
R. Guidry, Chairman. 

Wednesday afternoon, April 30 

Section on Ear, Nose and Throat, Dr. 
Charles L. Cox, Chairman. 

Section on Eye, Dr. John B. Gooch, Chair- 
man. 

Section on Gynecology, Dr. Abe Mickal, 
Chairman. 

Section on 
Chairman. 


Der- 


Edwin 


Heart, Dr. A. A. Herold, 
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Section on Pediatrics, Dr. Ralph J. Tal- 
bot, Chairman. 


Hotel Reservations 
A letter has been sent to every member 
of the Society concerning reservation for 
hotel accommodations. Give this your 
prompt attention so that you may secure the 
accommodations you desire. 


Dinner Dance 
The president’s reception and dinner 
dance will be held on Tuesday evening, 
April 29. 
Scientific Exhibits 
Members desiring to have a scientific ex- 
hibit are notified that approximately 130 
linear feet will be available for the scien- 
tific exhibits and will be allocated on the 
basis of the date request for space is re- 
ceived. Exhibitors are requested to include 
in their request number of linear feet de- 
sired for vertical exhibits and the approxi- 
mate linear feet in 30 inch width table top 
display surface. Because of possible limita- 
tion of electric facilities, exhibitors are re- 
quested to submit with their request an es- 
timate of the amperage of electricity neces- 
sary for each exhibit. Application should 
also contain exact title of the exhibit and 
full name and address of the exhibitor so 
that uniform identification display cards 
can be printed for each booth. All applica- 
tions must be received not later than 
April 1, 1952, requests to be addressed to 
Dr. Ford J. Macpherson, Chairman, Com- 
mittee on Scientific Exhibits—1952 Annual 
Meeting, 940 Margaret Place, Shreveport, 
Louisiana. 
Golf Tournament 


The annual golf tournament will be held 
at the Shreveport Country Club on April 28 
and 29. An entrance fee will be charged 
in order to additional money for 
prizes. There will be fourteen prizes of- 
fered and all golfers who are members of 
the State Society are urged to try their 
luck over the sporty Country Club course. 
The tournament will be only a one-day 
tournament but you may qualify for the 
tournament on either the twenty-eighth or 
the twenty-ninth. It will help the Golf 


raise 


Organization Section 


Committee a great deal if the members wh 
intend to participate in the tournament wil 
file their intentions with Dr. W. G. Jones 
314 Physicians and Surgeons Building 
East, Shreveport, Louisiana, previous t 
their arrival in Shreveport; however, a! 
members will be allowed to participate by, 
signing up and paying the entrance fee. 


ty 
—U 


Skeet Shoot 

A skeet shoot will be held at the Shreve- 
port Skeet Club on Tuesday afternoon, 
April 29 beginning at two o’clock. Shells 
and targets will be available but partici 
pants should provide their own guns. Those 
interested in shooting should notify Dr. 
Lewis 8S. Robinson, of Shreveport, so that 
the committee handling details for the shoot 
will have an estimate of number who wil! 
participate. 
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LOUISIANA STATE MEDICAL SOCIETY NEWS 
CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 

Society Date Place 
East Baton Rouge Second Wednesday of every month Baton Rouge 
Morehouse Third Thursday of every month Bastrop 
Natchitoches Second Tuesday of every month 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon First Thursday of every month 


GRADUATE INSTRUCTIONAL COURSE 


IN ALLERGY 
1952, 


American 


On 4-5-6, 


vania, 


April 
The 
offer an instruction course in allergy. 


at 
College of 


Pittsburgh, Pennsyl- 
Allergists will 
The pro- 
gram has been designed for physicians in other 
fields of practice, especially those in general prac- 


tice, that they may learn to recognize and manage 
the allergic component in the complaints of their 
patients. 


THE AMERICAN COLLEGE OF ALLERGISTS 
HOLDS EIGHTH ANNUAL MEETING 


The next annual meeting of The American Col- 
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ge of Allergists will be held this at the 
Villiam Penn Hotel in Pittsburgh, Pennsylvania, 

April 7-8-9. 
ly practical 


year 


The College is offering an unusu- 


program for its fellows, members 
id guests. 
general topics 


d special scientific investigations, there will be 


n addition to 20 addresses on 
und tables at luncheons and sectional meetings 
evoted exclusively to the psychosomatic aspects 
the allergic patient, allergy in infants and chil- 
en, allergic manifestations in the skin, as well 
those seen in the eye, ear, nose and throat. 
' 


NEWS ITEMS 


Holbrook, 
New Or- 
ans, were signally honored at the annual staff 


Drs. Edmund Connely and Charles §. 
of the outstanding psychiatrists in 


anquet of the DePaul Sanitarium on January 28 
1en they were presented a plaque by Sister Anne, 


ead Administrator, for distinguished and meri- 


rious services to this institution throughout the 


any years since they became members of the 


aff. 

Dr. Connely was doubly honored by receiving, in 
addition to this plaque, a certificate and gold key 
from the City for the splendid and capable man- 
which he has conducted the affairs of the 
City Hospital for Mental Diseases, as its Director. 


er in 


These honors are distincly merited by these doctors. 


Dr. Henry E. Gautreaux, of Covington, Louisi- 


ana, has been selected as outstanding citizen of 


1at community for 1951. He has practiced medi- 
for forty-six 
endered most valuable and unselfish service to all 
Since 1948 he has served 


cine in Covington years and has 
classes, races and creeds. 

coroner of St. Tammany Parish and is a mem- 
ber of the Board of Directors of the new mental 
hospital being built near Mandeville. In 1914 he 
served as a member of the local draft board and 
devoted time to selling Liberty bonds. He was ac- 
Red Cross work in 


active 


ve then, and still is, in the 


parish. He has always had ar interest in 
organized medicine and has served in every office, 
neluding that of president, of the parish medical 
He has, on many occasions, 
delegate to the State Medical and 
honored with appointments to various committees. 
In addition to his professional and civic activities 


society. served as 


Society been 


he has been associated, in an official capacity, with 
the Knights of Columbus for many years. 


The Gueydan (Louisiana) High School honored 
their “Favorite Citizen’ Dr. G. L. Gardiner, Sr. at 
the first homecoming celebration of the school on 
Saturday, March 8, 1952. Dr. Gardiner has been 
an active practitioner of medicine since 1906 and 
is held in high esteem by all who know him. The 
dedication of this first homecoming of the Gueydan 
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High School was “in recognition of his magnifi- 
cent achievement, in appreciation of his untiring 
efforts in behalf of the people of Gueydan”. 


At the Annual Meeting of the American College 
of Radiology which took place on February 8, 1952, 
in Chicago, Dr. Robert P. Ball, Baton 
elected Vice-President of the College. 


touge, was 


BSF 
IN MEMORIAM 


OWEN COMPTON RIGBY, M. D. 


1888 - 1952 


Dr. Rigby, of Shreveport, an active member of 
the State Society for many years and elected to 
inactive membership in 1951, died on 


1952. 


January 7, 


VOLLIE LAFAYETTE SANDIFER, M. D. 
1889 - 1952 

Dr. 

2A; 


College in 


Sandifer, of 


1952. 


Logansport, died on January 
He graduated from the Atlanta Medical 
1915 and the State 
Society since 1917. 


was a member of 
GEORGE BENNET DICKSON, M. D. 
1887 - 1952 

On 1952, Dr. 


Shreveport, died after having practiced medicine 


February 2, Bennet Dickson, of 
in this state since graduating from Tulane Univer- 
sity in 1911. 


THOMAS SPEC JONES, M. D. 
1881 - 1952 
Dr. Jones, of Baton Rouge, died after a 
illness, on February 18, 1952. 
tive practice of medicine since 1906. 


long 
He had been in ac- 
His father 
and his grandfather were also doctors and his son, 
Dr. Jack R. Jones, carries on the family medical 
tradition with a practice in Baton His 
nephew, Dr. Frank Jones, is also a physician. 


Rouge. 


DOCTOR’S RESPONSIBILITY TO THE LOUIS- 
IANA PHYSICIANS SERVICE 


We must realize that health insurance is the 
only kind of insurance in the world which has even 
attempted to succeed without the protection of the 
law. Fire insurance could not exist a minute with 
the absence of laws prohibiting arson; nor could 
marine insurance, automobile or even life insur- 
ance exist without legal protection. Louisiana 
Service—your Blue Shield Plan—was created and 
designed to provide NECESSARY MEDICAL, 
SURGICAL AND HOSPITAL CARE to 





em- 
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ployed persons and their families and also to in- 
dividuals, through a voluntary system of prepay- 
ment. 

Subscribers are urged to use the service when 
they are in need of medical and hospital care; but 
at the same time, to use it judiciously and to avoid 
unnecessary utilization and waste. Abuse is one 
of the greatest cost factors in a hospital, surgical, 
medical care program today. Daily LPS receives 
reports from doctors and reguests from subscribers 
which can only be interpreted as being abusive. In 
many instances the subscribers, and some doctors 
too, expect LPS to provide service beyond the scope 
of its certificate and beyond the scope for which it 
has agreed to provide such service. Abuse of the 
service by a few increases the cost of furnishing 
that to all abuse 
of any hospital, medical, surgical program may 


service subscribers. Continued 


Auxiliary 


eventually result in a higher dues rate for eve: 
subscriber. 

Cooperation is the answer. The subscriber mus 
be willing to cooperate and must be willing to ex 
pect only those services to which he is entitled 
The doctor must be willing to cooperate. Th 
doctor must know and familiarize himself with th 
services of Blue Shield. The doctor must be in ; 
position to advise the patient and subscriber o 
what services Blue Shield will render and must by 
willing to so advise the subscriber not to expect 
services to which he is not entitled and to “pass th: 
buck” to Blue Shield to advise the subscriber and 
thereby, create bad public relations. 

This is a cooperative effort between an orga: 
ized plan, the subscriber-public and the doctors 
all must cooperate, and all must remember that 
this is their insurance company. 


WOMAN'S AUXILIARY TO THE LOUISIANA STATE MEDICAL SOCIETY 


The midterm State Auxiliary board meeting was 
held at the New Orleans Country Club, January 
29, with Mrs. Theodore Simon presiding. 

Following the board meeting, a buffet luncheon 
was served. The guests were: Mrs. H. T. Simon, 
Mrs. Robert Kelleher, Mrs. Mrs. 
George Feldner, Mrs. C. Grenes Cole, Mrs. Tracy 
Gately, Mrs. Fred Fenno, Mrs. Monte Meyer, 
Mrs. Albert Habeeb, Mrs. Robert Rougelot, Mrs. 
Morgan Lyons, Mrs. Louis Leggio, and Mrs. John 
Dunn of New Orleans, Mrs. O. B. Owens, Alexan- 


Edwin Guidry, 


Mrs. 
Gahagan, 


dria, D. B. Barber, Pineville, Mrs. Henry 
Alexandria, Mrs. Jacob Hoth, Mrs. 
Henry Jolly, Jr., Mrs. Wiley Dial, Baton Rouge, 
Mrs. N. M. Brian, Jr., Mrs. Rhodes Spedale, 
Plaquemine, Mrs. I. I. Rosen, Mrs. De Witt Milam, 
Monroe, Mrs. Ed Wynne, Mrs. T. A. Kimbrough, 
Mrs. Collins Lipscomb, Mrs. Joseph Massony, Mrs. 
W. A. R. Seale, Sulphur; Mrs. Creighton Shute, 
Opelousas, Mrs. M. C. Wiginton, Mrs. Roy Young, 
Covington, Mrs. Wyeth Worley, Mrs. Thoma 
Strain, Shreveport. 





BOOK R 


Untoward Reactions of Cortisone and ACTH: by 
Vincent J. Derbes, M. D. and Thomas C. Weiss, 
M. D. Chas. C. Thomas, Publisher, Springfield, 
Ill., 1951. pp. 56. Price, $2.25. 

One of the American lecture series, this timely 
useful service in 
bringing together in one volume the multitudinous 
reactions to cortisone and ACTH. It represents the 
gleamings from such widely divergent fields as 
bacteriology, immunology, pathology, biochemistry, 
psychiatry, dermatology, allergy and various sub- 
specialties of internal medicine. The reactions are 
grouped under separate chapter headings to facili- 
tate ready reference to the physician interested in 
a certain aspect of the problem. Brief summaries 
at the beginning of each chapter enhance the book’s 
usefulness. An adequate chapter on the physiology 
of these compounds introduces the subject and a 
final chapter is found embracing the author’s ex- 
periences and that of the literature regarding cau- 
tion and safeguards in the use of these drugs. An 


monograph, performs a_ very 


EVIEWS 


adequate bibliography and a complete index add 
to the value of the volume. It would seem to the 
reviewer that every physician using cortisone 01 
ACTH should be familiar with the untoward re- 
actions. A perusual of this volume will accom- 
plish this aim. Being available, it will further 
serve as a ready reference regarding these prob- 
lems. 


ANDREW Kerr, JR. 


A Text Book of X-ray Diagnosis by British Au- 
thors, Second Edition, Edited by S. Cochrane 
Shanks, M.D., F.R.C.P., F.F.R., and Peter Ker- 
ley, M.D., F.R.C.P., F.F.R., D.M.R.E., Vol. I, 
W. B. Saunders Co., Philadelphia and London. 
This volume, devoted to the head and neck, com- 

pletes this well known four volume set by the 

British authors. It represents the second edition 

of the very popular three volume set by the same 

authors. 








Book Reviews 


the book is divided into five parts. Part One 
covers the central nervous system. Routine and 
technics, pathology, ventriculography, 
encephalography, cerebral angiography, intracran- 
ial lesions, anomalies, and diseases of the skull 
and the spinal cord are discussed in this part. The 
iscussions of the pathological lesions producing 
thinning and thickening of the skull bones are 
clearly covered and should be valuable in differ- 
ential diagnosis. 


special 


( 


‘art II on the teeth and jaws contains discus- 
sions of normal anatomy, congenital defects, in- 
flammatory lesions, injuries, cysts and tumors of 
the teeth and jaws and disease of the temporo- 
mandibular joints and antrum. Part III is de- 
voted to the eye and covers various technics for 
the localization of opaque foreign bodies. 

he accessory nasal sinuses are covered in Part 
IV and the anatomy, physiology, inflammations, 
technic and roentgen interpretation of the sinuses 
are considered. 

Part V is devoted to the temporal bone and covers 
the anatomy, physiology, pathology, technic and 


entgen interpretation of this important structure. 
An adequate index is available at the end of the 


excellence of 
The text 
In general, the four volumes are com- 


the 
volumes of the set. 


The illustrations conform to 


those in the other 
is clear. 
prehensive and are a necessity to anyone interested 
in diagnostic radiology. 


The Pharmacological Basis of Penicillin Therapy; 
by Karl H. Beyer, Ph. D., M. D., F. A. C. P. 
Springfield, Ill. Chas. C. Thomas Co. 1950. pp. 
214. Price, $4.50. 

This work is a very competent summary of the 
The vari- 
ous penicillins are discussed early in the book; the 
remainder refers mainly to the most used fraction, 
penicillin G. The absorption of penicillin is thor- 
oughly covered, with special emphasis on the fac- 


pharmacological literature on penicillin. 


tors which limit absorption after oral administra- 
tio The inherent poor absorption of penicillin 
from the gastrointestinal tract is considered more 
important than destruction by stomach acid since 
even in achlorhydric patients five times as much 
penicillin is required by mouth as by the intra- 
muscular route. Other routes of administration 
discussed and the differences in blood level 
after all routes of administration pointed out by 
numerous graphs. The distribution of penicillin 
in various tissues and body fluids is adequately 
covered and the fact that inflammation of mem- 
branes makes them more permeable to penicillin. 
It is pointed out that most of the reactions which 
have occurred with the use of penicillin were al- 
lergic in character. A large proportion of the 


are 


383 


book is taken up with a discussion of the renal ex- 
cretion of penicillin and the mechanisms of action 
of substances which compete with penicillin for the 
excretion mechanism. This is substrate competi- 
tion for the definitive component of the transport 
system and may be of two types: Competition by 
an acceptable substrate or by a substance with an 
affinity for the enzyme but refractory to its cata- 
lytic effect. An extensive discussion of carinamide 
action and use concludes this excellent monograph. 
Foster N. MARTIN, JR., M. D. 


Current Therapy 1951; Ed. by Howard F. Conn, 
M. D. & others. Philadelphia, W. B. Saunders 
Co., 1951. pp. 699. 


One of the problems of general practice is the 
feeling of inadequacy in keeping abreast of medical 
literature, especially in its treatment phases. It 
is manifestly impossible for one person to wade 
through the welter of words which compose the 
bulk of our periodicals and just as unfeasible to 
evaluate them properly. 
Current 


The present volume of 
Therapy with its large number of able 
contributors helps to solve this problem. 

All the general and most of the special fields of 
medicine are covered. The for the 
most part are succinct but adequate. At variance 
with most volumes on therapeutics, all of the pos- 
sible methods and theories of treatment are not 
presented. Rather, and in the opinion of this re- 
viewer, advisedly so, the method of a recognized 
authority is given, usually in tabular form. 

On the debit side of the ledger, is the physical 
format. The volume is rather unwieldly and does 
not appear to be as wellbound as most of this pub- 
lisher’s works. Again, if it were published bi- 
annually and on the alternate years a small sup- 
plemental issued containing only the 
changes in current therapeutic thought, this would 
evidence more concern for the pocketbook of the 
purchaser. 


discussions 


volume 


CARLO P. CaBiBI, M. D. 
PUBLICATIONS RECEIVED 

Corinthian Publications, Inc., NYC: Dynamic 
Psychiatry, Basic Principles, by Louis S. London, 
M. D. 

W. B. Saunders Co., Phila.: A Textbook of Clin- 
ical Neurology, with an Introduction to the His- 
tory of Neurology, by Israel S. Wechsler, M. D., 
(7th Edit.); Gallander’s Surgical Anatomy, by 
Barry J. Anson, M. A., Ph. D. (Med. Sc.), and 
Walter G. Maddock, M. S., M. D., F. A. C. S., (3rd 
Edit.). 

Henry Schuman, N. Y.: Doctors in Blue, the 
Medical History of the Union Army in the Civil 
War, by Dr. George Worthington Adams; Hippo- 
crates on Intercourse and Pregnancy, by Alan F. 
Guttmacher, M. D. 

Charles C. Thomas, Publisher, Springfield, II: 





384 


Endocrine Functions of the Pancreas, by Bernard 
Zimmermann, M. D.; Urine and the Urinary Sedi- 
ment, by Richard W. Lippman, M. D.; The Preven- 
tion of Rheumatic Fever, by Lowell A. Rantz, M. 
D.; Brain Tumors of Childhood, by Henry M. 
Cuneo, M. D., and Carl W. Rand, M. D.; The Cal- 
culation of Industrial Disabilities of the Extremi- 
ties, by Carl O. Rice, M. D., Ph. D.; The Auricular 
Myron D., Eliot 
Isidor C. Robert W. 


Prinzmetal, M. 
srill, M. D., 


Arrhythmias, by 
Corday, M. D., 


Book Reviews 


Oblath, M. D., and H. E. Kruger; The Interns 
by Roscoe L. Pullen, A. B., M. D., F. A. C. P.; ” 
Photography of Patients, by H. Lou Gibson. F. 
P, A., A. P. S. A., and edited by Ralph P. Cr« 
Cellular Changes with Age, by 
Ph. D., M. D.; Post-Graduate Lectures on Ori 
pedic Diagnosis and Indications (Vol. III), by 
thur Steindler, M. D., F. A. C. S.; Child Psy 
Techniques, by Lauretta Bender 

M. D. 


Warren 


atric 


M. A., 


D, 


A } 
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